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A. GREY CLARKE AND F. PRESCOTT: STUDIES IN VITAMIN B DEFICIENCY 


Fic. 1.—Case I], before treatment. Showing angular 
stomatitis and red, sore, fissured tongue. 


Fig. 2.—Case II, after treatment with vitamin B 
complex. ‘The angular stomatitis disappeared in 14 


days and the glossitis after 28 days. 


Vic. 3.—Case III, before treatment. Showing scaly 
pellagroid dermatitis of back of neck. 


Fig. 5.--Case III, befure treatment. Showing 
oedema and pigmentation of tissues around eyes, 
sealy reddish-brown dermatitis on face and neck, and 
red sore lips. Patient crying and very depressed. 


Fic. 4.—Case III, after several weeks’ treatment 
with vitamin B complex. Dermatitis and roughening 
of skin largely disappeared. 


. 


Fic. 6.—Case III, after several weeks’ treatment 

with vitamin B complex. Dermatitis has dis- 

appeared from face and neck, Swelling round eyes 

has gone. Great improvement in mood: no longer 
auxious and depressed. 
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. HEIMANN AND M. M. POSEL: CONGENITAL DILATATION OF PULMONARY ARTERY 


. 2.—Oblique view after barium swallow, showing impression on oesophagus 
by right pulmonary artery. 


Fic. 1.—Large pulmonary artery with comma-shaped branc 


M. GAINES: TRAUMATIC VENTRICULAR PNEUMOCEPHALUS 


FIG. 1.—Lateral radiograph of skull, June 3, 1943. —Antero-posterior radiograph, June 3, 1943, 
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STUDIES IN VITAMIN B DEFICIENCY 
WITH SPECIAL REFERENCE TO MENTAL AND ORAL MANIFESTATIONS 


A. GREY CLARKE, B.Sc., M.B., D.P.M. 
Medical Registrar, West End Hospital for Nervous Diseases, London 
AND 
F. PRESCOTT, M.Sc., Ph.D., A.LC., M.R.C.S. 
Wellcome Research Institution, London 


(WITH PHOTOGRAVURE PLATE) 


Clinical descriptions of the results of a deficiency of mem- 
bers of the vitamin B complex are common in American 
published work but scanty in the medical literature of this 
country. Cheilosis due to riboflavin (vitamin B,, lacto- 
flavin) deficiency has been described in England by Wilson 
(1942) and Duckworth (1942); and Deeny (1942) has 
reported on 16 cases of pellagra in Northern Ireland, 
where, he says, mild forms of the disease are relatively 
common and usually pass unrecognized, the patient being 
diagnosed as suffering from neurasthenia, dyspepsia, or 
eczema. Studies of pellagra in England between 1934 
and 1939 were made by Davies and McGregor (1939), 
who reviewed 16 cases. Since submitting this paper for 
publication Hardwick (1943) has described pellagra asso- 
ciated with chronic psychosis in 10 patients in an English 
mental hospital. Egafia et al. (1942) and Johnson et al. 
(1942) have described the effects on human volunteers of 
experimental diets deficient in the vitamin B complex. 
These include easy fatigue, loss of ambition and efficiency, 
poor appetite, insomnia, constipation, muscle pains, and 
slight anaemia in persons in sedentary occupations. The 
literature on the clinical manifestations resulting from a 
deficiency of the B group of vitamins has been reviewed 
by Bicknell and Prescott (1942). 


Psychoneurosis and Dietary Deficiency 


We have recently seen 17 cases of vitamin B complex de- 
ficiency in patients treated primarily for nervous disorders. 
This represents 2° of the patients seen by us in the out- 
patient department of the West End Hospital for Nervous 
Diseases. Originally they were mostly classified as suffering 
from functional nervous disorder, and with one exception were 
women. The parallelism between the manifestations of a de- 
ficiency of the vitamin B complex and those of psychoneurosis 
is seen from the following list. All are likely to be met with 
in the psychoneurotic: those in itali¢s may result from a 
deficiency of the vitamin B complex. 

General: Fatigue, anor2xia, indigestion, constipation, diar- 
rhoea, dizziness 

Circulatory: Tachycardia, palpitation, shortness of breath 

Vasomotor: Pallor, blushing, sweating 

Nervous system: Headache, backache, insomnia, photo- 
phobia, hyperacusis, noises in the head, vertigo, hyper- 
aesthesia, paraesthesia 

Mental symptoms: Inability to concentrate, self-conscious- 
ness, depression, phobias, anxieties 

So close is the parallelism that early cases of pellagra— 
which is a multiple deficiency disease—are often diagnosed as 
“functional” by those unacquainted with the early mani- 
festations. 


A patient may suffer from a general dietary deficiency and 
exhibit only the manifestations of a deficiency of the vitamin B 
complex in the early stages. This is partly because these 
manifestations are the first to show. The results of a de- 
ficiency in vitamin A, C, D, or K are not so obvious clinically : 
special laboratory tests must be employed for their detection 
unless gross deficiency is present. The B vitamins, being water- 
soluble, are not stored in the body to any extent, and diets 
poor in these vitamins give rise to deficiency symptoms in 
three months or less (Vedder, 1940). Although it is convenient 
to split up the B vitamins for purposes of classification, an 
uncomplicated deficiency of one of them does not exist 
clinically, because they occur together in Nature and no 
selected combination of foods is entirely lacking in any one of 
them. There is no such thing as pure vitamin B, deficiency, 
unless induced experimentally, because if the diet is deficient 
in vitamin B, it will also be deficient in the other B vitamins, 
such as riboflavin, nicotinic acid, pyridoxine, pantothenic 
acid, etc. 

In our cases certain features were common to all. All the 
patients gave a history of a poor diet, or lack of appetite due 
to mental or physical causes, or a condition necessitating diet- 
ing (peptic ulcer, hypertension) or interfering with absorption 
(vomiting, typhoid). Many of the patients lived alone, or had 
grown-up families out at work all day, so that they did not 
prepare proper meals. Others had no appetite and subsisted 
on occasional snacks, which consisted largely of refined carbo- 
hydrate foods. A vicious circle was thus created because these 
foods contain little of the vitamin B complex, and an increased 
consumption of carbohydrate increases the need for B vitamins 
and lack of the latter produces further loss of appetite. Many 
of the patients did not eat meat, and few included adequate 
milk or cheese—all rich in the vitamin B complex—in their 
diet. A general preference was expressed for white bread, 
which is a poor source of the vitamin B complex, much of the 
vitamin B, and riboflavin being removed in the milling. 

All the patients showed some of the signs and symptoms of 
functional nervous disorder—most commonly depression, head- 
ache, insomnia, and loss of appetite. Other symptoms were 
lack of energy, fatigue on slight exertion, breathlessness, 
inability to concentrate, and nervous dyspepsia. There was 
only one case of psychosis in the series, probably because such 
cases more commonly go to observation wards in the London 
area. 

All our cases showed a marked improvement in _ their 
psychoneurotic symptoms, and the majority a complete 
disappearance of these symptoms, after treatment with the 
vitamin B complex. Except in the one case admitted, the 


environment was unchanged. We think that in most of these 
cases the condition was determined to some extent by the wartime 
marginal diet but actually precipitated only when mental or 
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physical factors led to loss of appetite or impaired absorption. 
Case I, which was treated as an acute emergency, illustrates the 
need for a mental ward in general hospitals. Two cases at a 
later stage reported from a mental hospital by Parfitt (1936) 
failed to make a complete recovery on treatment with the 
B vitamins, although their improvement was dramatic. 


Oral Lesions 

All the patients showed signs and symptoms of nicotinic 
acid deficiency (glossitis, and depression or other mental 
symptoms), and nearly all showed one of the signs originally 
considered specific for riboflavin deficiency (angular stomatitis 
or cheilosis). The value of cheilosis as a specific sign of 
riboflavin deficiency has, however, recently been questioned, 
and it appears that this may occur independently of a nutri- 
tional deficiency. It may result from other causes, such as 
poorly fitting dentures, which result in malocclusion (Ellenberg 
and Pollack, 1942), and even from sensitivity to lipstick 
or chewing-gum (Miller, 1941 ; Hecht et al., 1939). We have 
also observed cheilosis in a patient with post-encephalitic 
parkinsonism, in which the condition was presumably due to 
the dribbling of saliva and not to a nutritional deficiency: the 
diet was adequate and there were no other manifestations of 
nutritional disease. A number of cases of cheilosis described 
in America failed to respond to riboflavin, but did to other 
members of the vitamin B complex, such as nicotinic acid, 
pyridoxine, or yeast (Machella, 1942 ; Machella and McDonald, 
1943). Some, however, failed to yield to vitamin therapy of 
any type. The cheilosis in two of our cases did not respond 
to treatment with riboflavin and the vitamin B complex. 

Signs and symptoms of peripheral neuritis, which are 
generally considered to be the result of vitamin B, deficiency, 
were present in only four cases. 


Treatment 


The patients were treated with supplements of vitamin B, 
3 to 9 mg. daily, riboflavin 3 to 9 mg. daily, and nicotinic acid 
100 to 500 mg. daily. The patients were also instructed to 
take as much meat, milk, cheese, and whole grain in their diet 
as possible and to take proprietary wheat-germ or yeast pre- 
parations when obtainable. American workers (Sydenstricker, 
1941) have pointed out that intensive treatment with one factor 
of the vitamin B complex may provoke symptoms of deficiency 
in another factor. It is therefore advisable when giving inten- 
sive therapy with one factor to give supplements of wheat 
germ or yeast. All the patients except two responded to treat- 
ment. One suffered from mental retardation due to depression, 
and it was difficult to obtain co-operation. Three of the 
patients relapsed after periods of from two to five months 
without treatment and presumably on return to their deficient 
diet. Two of these responded to further treatment. 

Seven selected case records are given below. They were 
chosen for their severity or long duration. The average age 
of the patients was 53, the youngest being 28. Most of them 
were women over 50. Photographs before and after treatment 
were taken of five patients, but on account of lack of space 
only two sets are reproduced on the Plate. 


Case I 

Female aged 63. Psychosis, polyneuritis, glossitis, microcytic 
anaemia. On March 30, 1942, she complained of depression, gradu- 
ally increasing during the past four months, and for the past week 
had shown marked psychomotor retardation, with delusions of guilt, 
disease, and poverty, and impairment of memory, especially for 
recent ‘events. Tongue red and dry, with flattening of papillae 
along lateral margins. Knee- and ankle-jerks, and vibration sense 
in legs, absent. Incontinence of urine on admission. Heart slightly 


enlarged. B.P. 170/110. Hb 64%; R.B.C. 3,500,000, and slightly 
microcytic. Relative lymphocytosis (37%). Blood urea and kidney 


function were normal. 

_ Nicotinic acid up to 300 mg. daily, vitamin B, 10 mg. daily, 
vitamin C 50 mg. daily, and ferrous sulphate 3 gr. b.d., were given 
with dramatic improvement in her mental condition in the first 
48 hours. While in hospital she developed mild diarrhoea (no 


pathogenic organisms found), which was probably due to increased 
bowel motility after administration of nicotinic acid and vitamin B,. 
Later she developed tonsillitis, submaxillary adenitis, and an erysipe- 
loid condition of the face. Treatment with sulphanilamide was 
successful. 


On April 22, 1942, she was discharged feeling very well. When 
seen three months later she had no symptoms. There was a partial 
return of one knee-jerk, but ankle-jerks were still absent. Hb 80%, 
R.B.C. 4,750,000. 


Comment.—This case presented the symptoms of an acute 
depression together with acute organic mental symptoms and 
peripheral neuritis. The history obtained from the patient and 
her sister revealed that she had had two previous attacks of 
depression, five years and one year previously. Her diet for 
nine months before admission did not include meat. She ate 
white bread. Her sister, on the same diet, remained well. It is 
likely that the condition was precipitated in this patient on a 
borderline diet by a cyclothymic depression with loss of appe- 
tite. A vicious circle was set up, the poor appetite leading to 
diminished intake of food and hence of the B vitamins, lack 
of which resulted in the onset of the deficiency symptoms— 
glossitis, polyneuritis, acute psychosis, and possibly anaemia. 


Case Il 

Female aged 73 (Plate, Figs. 1 and 2). In 1936 she was treated 
for rheumatoid arthritis, obesity and hypertension, and _ varicose 
veins. B.P. 180/80. Breathlessness on exertion. She was given 
potassium bromide and iodide and sodium salicylate, and told to 
omit meat from her diet on account of hypertension. Her main 
article of food was bread-and-butter (margarine?). She had had 
no meat for three years. She also dieted for her obesity. Brachia! 
neuritis was present early in 1942. 

We saw her on June 15, 1942. There was then severe angular 
stomatitis with considerable crusting at corners of mouth. The 
tongue was sore, particularly on eating and swallowing, and felt 
as if scalded. On examination the tongue was very red and fissured 
(Fig. 1), the skin of the arms and neck was pigmented and coarse, 
and there was an erythematous rash with denudation and pruritus 
of the skin around the vulva and on the skin from the vulva to 
the knees. She was given 9 mg. of riboflavin daily. 

In one week the lesions at the corners of the mouth were con- 
siderably improved and within a fortnight they had healed, but 
the pigmentation of the skin and the glossitis were unchanged. In 
addition to riboflavin 10 mg. daily, 400 mg. of nicotinic acid 
in divided doses and 6 mg. of vitamin B, were now given, and 
the patient was instructed to eat a full diet, including yeast and 
wheat-germ preparations. Within a fortnight the pigmentation over 
the neck, arms, vulva, and legs had almost disappeared, and the 
tongue no longer felt hot and as if scalded. The dosage of nicotinic 
acid was reduced to 250 mg. daily. After five weeks all the lesions 
had healed and the patient looked and felt much better. She no 
longer complained of breathlessness, sore tongue, or pruritus. After 
ten weeks’ treatment the tongue was more normal in colour and 
many of the fissures had healed (Fig. 2). The patient was kept 
under observation for a total period of three months. Improve- 
ment was maintained, and at the end of this time she was discharged. 


Comment.—In this case the lesions of the lips healed with 
riboflavin, which had no effect on the glossitis. This responded 
only to nicotinic acid. One very noticeable result of the treat- 
ment was the improvement in mood. 


Case Ill 


Female aged 70 (Figs. 3 to 6). Presenting complaints: depres- 
sion, insomnia, memory impairment, glossitis, irritation, and_ rash 
on neck and Jower extremities. Noted for six months. Before 
being seen by us she had been treated unsuccessfully for eczema 
for six months. Examination showed B.P. 185/95, a red smooth 
tongue, and shiny red, cracked lips. There was a scaly pigmented 
dermatitis on the exposed situations, particularly the neck, face, 
elbows, vulva, arms, thighs, and flexures (Figs. 3 and 5), with a 
seborrhoeic dermatitis of scalp end ears. The face was oedematous 
and pigmented, particularly around the eyes. The heart was 
enlarged, with a mitral systolic murmur; pulse 56; frequent extra- 
systoles, photophobia, and lacrimation. The patient had a very poor 
dietary history: she lived alone and had no appetite. 

Sept. 16, 1942.—Treated with 400 to 500 mg. nicotinic acid, 9 mg. 
vitamin B,, and 3 mg. riboflavin daily, and a yeast concentrate. 
Much improvement within a week. Marked improvement after 14 
days. 

Sept. 30.—Patient more active and less depressed. Swelling of 
face and eyes reduced. Pigmentation and dermatitis around neck, 
face, and elbows disappearing. Tongue not so red and sore. No 
photophobia or lacrimation. 

Oct. 14.—Tongue no longer sore, and dermatitis almost dis 
appeared, except on scalp and behind ears (Figs. 4 and 6). This 
was of the seborrhoeic type and unlike that on the face, neck, and 
arms. 
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Oct. 28.—Appetite better; considerable subjective improvement. 
Vitamin C and thyroid 1/2 gr. daily included in treatment. No 
dermatitis or glossitis, patient no longer depressed. Improvement 
maintained for a further two months with vitamin treatment, but 
seborrhoeic dermatitis of scalp and behind ears still persisted, although 
it responded later to local treatment. 


Comment.—This case, which we consider to be one of mild 
pellagra (dermatitis, depression), was complicated by a derma- 
titis of seborrhoeic type, on the scalp and ears, which, unlike 
the dermatitis elsewhere, failed to respond to treatment with 
the vitamin B complex, but did so to local applications. 


Case 1V 


Female aged 56. Presenting symptoms: insomnia, fatigue, head- 
aches, forgetfulness, inability to settle down, and angular stoma- 
titis. Poor appetite. Diet consisted of much bread and potatoes, 
no meat or cheese, and a little milk with tea. History of typhoid 
fever. Diagnosed in 1931 as psychasthenic. Stomatitis treated 
unsuccessfully for eleven years with local applications. Nervous 
symptoms treated with phenobarbitone, and bromide and strychnine. 

Oct. 14, 1942.—First seen by us. Crusted lesions at corner of 
mouth (angular stomatitis). Feeling of grit in the eyes and some 
degree of photophobia. Coarse, greasy, seborrhoeic skin of face, 
particularly over nose, naso-labial folds, and chin. Sore tongue, 
with peppery feeling when eating or sucking. Denudation of skin 
of lower lip. Tongue very red, clean, raw, and swollen. Mild 
degree of anaemia (Hb 88%, R.B.C. 4,790,000). Treated with 
riboflavin 3 mg. t.d.s., nicotinic acid 300 to 400 mg. daily, vitamin 
B, 3 mg. t.d.s., and wheat germ. 

Oct. 28.—Mouth lesions and sore tongue considerably improved. 
Photophobia and gritty feeling in eyes gone. Diet improved. 

Nov. 11.—Improvement maintained; eating well, facial skin not 
so greasy and coarse. Angular stomatitis gone. Dosage of vitamins 
reduced to riboflavin 2 m.g. t.d.s., nicotinic acid 300 mg. daily, and 
vitamin B, 3 mg. b.d. 

Dec. 9.—Tongue no longer sore. Appetite good. Much improved 
mentally. Sleeping well. Tiredness and headaches gone. 


Comment.—The ™“ psychoneurotic” symptoms, seborrhoea, 
glossitis, and angular stomatitis had been present for 11 years 
and resisted general treatment. After two months’ treatment 
with vitamin B complex and improvement of the diet local 
and mental symptoms disappeared. 


Case V 


Female aged 63. In 1938 diagnosis of glossitis, psychoneurosis, 
and hypertension made. Poor appetite, indigestion, pallor, dry 
skin, scanty hair, oedema of feet. B.P. 230/115. Once a patient 
in a mental hospital. Treated with bromide, valerian, and thyroid. 
The glossitis subsequently treated with chromic acid, zinc sulphate 
lotion, and finally vaseline, without success. Diagnosis of chronic 
streptococcal tongue made by clinician of another hospital. 

Seen by us on Nov. 2, 1942. Angular stomatitis present. Tongue 
very red, raw, and atrophic. Lips smooth, very red, and denuded 
of epithelium. Scaly pellagroid dermatitis on face. Questioning 
revealed poor dietary history. The patient ate only little meat and 
milk. Did not cook for herself. R.B.C. 5,000,000; Hb 78%. 
Treatment with riboflavin 5 mg. t.d.s., vitamin B, 3 mg. t.d.s., and 
nicotinic acid 400 mg. daily; advised to improve diet. A week 
later the tongue and lips were not sore and inflamed. After another 
14 days the facial dermatitis had gone and the angular stomatitis 
had almost disappeared. Although the tongue had improved sub- 
jectively, it was still red and fissured. Dosage of vitamins reduced. 
On Dec. 9 there were no signs of angular stomatitis, and the mouth 
and tongue were no longer sore and dry. The tongue was less 
fissured and more normal in colour. 

By June 7, 1943, after five months without treatment owing to 
inability to attend the hospital, the patient had relapsed and her 
symptoms were as bad as ever. On June 21, after 14 days’ treat- 
ment as described above, her condition had improved considerably. 


Comment.—This was the first improvement in the mouth 
and lips for four years. The patient had also improved 
mentally ; she was less tired and more cheerful. On stopping 
treatment with the vitamin B complex for five months the sore- 
ness of the tongue and mouth returned. This responded to 
treatment again. 

Case VI 

Female aged 70, seen by us on Dec. 30, 1942. She was anxious 
and depressed, had had pins-and-needles in hands and feet for 
tive months, and dyspepsia. B.P. 165/85. Examination showed a 
flat, smooth, swollen, very red tongue denuded of papillae, cracks 
at corners of mouth with crusting, vertical fissuring of lips, and 


pale mucous membranes. Noted for six months. 
cheese, and only a little milk in diet. 
R.B.C.. 3,760,000; Hb 78%. 

Treated with ferrous sulphate, riboflavin 6 mg. daily, nicotinic 
acid 200 mg. daily, and vitamin B, 9 mg. daily, with instructions 
to eat a full mixed diet, including wheat germ and yeast. Angular 
stomatitis healed in two weeks, and tongue nearly normal in colour. 
No dyspepsia; eating better, and no depression. After a month’s 
treatment anxiety had gone; the patient was eating much better and 
looking better. Mouth and tongue lesions had disappeared, although 
the tongue still appeared smooth and flat. Papillae of tongue 
reappeared after five months’ treatment. Paraesthesiae disappeared. 
Relapsed after two months without treatment. Admitted as an 
in-patient to a general hospital suffering from psychotic depression 
and delusions. Discharged well after four weeks’ treatment. 


No meat, eggs, 
Much bread and potatoes. 


Case VIl 


Female aged 56, nurse from a South Coast hospital, seen May 6, 
1943. Complained of sore fissured tongue with peppery feeling of 
One year’s duration, depression, dry cough, dyspnoea on exertion, 
difficulty in maintaining balance. Not previously ‘“‘ nervous ’’; went 
through air raids as night sister. Very poor dietary history— 
denatured cereals, white bread, and no meat. On examination tongue 
very red and deeply fissured; upper lip cracked at mucocutaneous 
margins; no Rombergism, but marked diminution of vibration sense 
in both legs. B.P. 150/100; moist sounds on inspiration at bases 
of both lungs; hypochromic anaemia. No dermatitis, subcutaneous 
oedema, or demonstrable cardiac abnormality. Unwilling to enter 
hospital or to co-operate in further investigations. Treatment as 
in former cases with riboflavin, nicotinic acid, vitamin B,, and in 
addition ferrous sulphate for anaemia. On May 20 she was much 
less depressed, the tongue was a dull red and no longer sore, and 
there was no ataxia. By July 1 objective signs had disappeared 
except for residual fissures on the tongue. The patient remained 
at work during treatment. 


Summary 


Seventeen cases of a deficiency of the vitamin B com- 
plex, associated with oral lesions and mental symptoms, are 
reported. One was an acute psychosis, and a few had poly- 
neuritis. 


Although in most of these cases the condition appears to 
have been determined to some extent by the wartime marginal 
diet, it was actually precipitated only when mental or physical 
factors led to loss of appetite or impaired absorption. These 
factors included adherence to special diets (e.g., for peptic 
ulcer, obesity, and hypertension) and conditions interfering with 
the absorption of food (vomiting and gastro-intestinal diseases). 


The striking features were the regular occurrence of the oral 
lesions, which were attributed to nicotinic acid and riboflavin 
deficiency, and the invariable presence of symptoms usually 
regarded as psychoneurotic, but which cleared up with vitamin 
B therapy without alteration of the environment or special 
psychological treatment. 


A parallelism is drawn between some of the manifestations 
of the psychoneurotic syndromes and those of a deficiency of 
the factors of the vitamin B complex. 


We wish to-thank Dr. C. Worster-Drought, clinical director of 
the West End Hospital for Nervous Diseases, for his encouragement 
to publish these cases, and also Dr. Peter Tresise, R.M.O., for his 
help and enthusiasm with Case I. We are also indebted to Dr. 
Carnegie Dickson for the pathological work. 
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B. Rao and C. V. Natarajan (/nd. med. Gaz., 1943, 78, 297) 
record an outbreak of smallpox in the Kolar Gold Fields in the 
late autumn and winter of 1942. The case mortality was high, 
being 33%. All the patients were given sulphanilamide by mouth 
without any effect on the course of the disease or the mortality. 
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The map showing the recent distribution of the fevers 
of the typhus group in the Epidemiological Report of the 
Health Section of the League of Nations, 1936, suggests 
that these have not been recorded in Madagascar, and 
the local French public health report, 1940, states that this 
group of diseases does not occur on the island. It is there- 
fore felt that the following series of cases among Service 
units, though small, justifies a special record. 


The general hospital was functioning with limited equipment 


were a considerable number of cases with pyrexia of uncertain 
origin, with and without a rash, to which an accurate label 
could not be attached, as no agglutinable suspensions were 
available. Soon after the arrival of the suspensions a patient 
was admitted to hospital suffering from severe headache, 
drowsiness, backache, pains in chest, and a productive cough. 
This case was first diagnosed as bronchopneumonia, but 
sulphapyridine had no effect, for his fever continued and he 
remained seriously ill. For this reason, and despite negative 
blood films, it was thought that he might have malaria as 
well, and so was given quinine. On the seventh day a macular 
rash developed, and his bloated appearance with suffused eyes, 
taken in conjunction with the course of his illness, led to 
a suspicion that the case was one of typhus (C. G. Baker). 
This was confirmed by the Weil-Felix test (G. T. L. Archer), 
Patients in the hospital with indefinite fever—in some cases 
with a rash and severe malaise, in others only slightly ill, but 
all from the same unit and area—were immediately examined 
again, and blood agglutination performed. 


The early results of Weil-Felix examination were as follows: 


Case 1: OX19, OX2, OXK, 1/100 on 11th day 
» 2: OX19 1/400, OX2=0, OXK=0, on 12th day 
» 3: OX19 1/800, OX2 1/200, OXK 1/100, on 18th day 


in Madagascar for several months after May, 1942. There » 4: OX19 1/100, OX2 1/100, OXK 1/20, on 12th day 
TABLE I.—Summary and Analysis of Cases 
(On grounds of economy detailed notes of these cases are not included in the report, but are available on request) 
Case 7 Case 8 Case 10 
(Compli- (Compli- (Compli- 
Case I Case 2 Case 3 Case 4 Case 5 Case 6 cated) cated) Case 9 cated) 
= Severe Mild Moderate | Moderate | Moderate | Moderate |(a) Malaria;; Malaria at Mild Malaria, 
Illness Illness Illness Tllness Illness Tonsillitis) | Onset Iliness 
Severe Moderate Severe 
Illness Tilness Illness 
1. Incubation period (days) .. ? ? 16 ? ? 7to 10 ? i ? ? ? 28 
2. Prodromal “ne (days) 3 2 0 1 ? 4or5 0 
3. Sudden Gradual; | Gradual Gradual Sudden selee Gradual; | Sudden Gradual Sudden 
insomnia lassitude 
Invasion ‘symptom - Pain in Limb pain | Insomnia; | Backache; | Headache | Inflamma- | Limb and | Sweats; Lassitude | Aching; 
chest ; vertigo pain tion of old | stomach headache sweating 
broncho- behind abrasion; | pain 
pneumonia eyes headache ; 
backache 
4. or 0 | + 0 4: 0 
Invasion 0 0 0 0 + 0 0 0 0 + 
Vomiting stage 0 + + + + 0 
7. Days of remittent .. _.. 12 5 12 3 1 10 9 8 24 13 
Fever sustained over 102°. . 
intermittent 
Total days over 99°. . 17 10 4 | 4/0 16 12 21 i <6 18 
Sth ‘ ——" f 0 | 0 Sth or 6th Sth 4th 9th 0 Sth 
8. Onset of rash (day) .. | th or 6t we t < t 
Duration in days 10 0 0 0 6 approx. <5 7 <3 0 
9. Type Maculo- 0 0 0 Maculo- Maculo- Maculo- Maculo- 0 Maculo- 
papular; papular; papular; papular papular; papular 
fol- | followed | subarticular subarticular 
lowed by | by staining | staining Staining 
brown 
Stains 
10. Distribution Generalized ; 0 0 0 Chest and | Generalized | Generalized| Chest and 0 Chest ; face 
chest, limbs ; limbs 0 very few 
limbs, not face 
palm, and 
0 0 0 
11. Blotchy face .. + + 
12. Shivering rigors = a 0 0 0 0 + + + f) 
13. Sweating; musty smell + 0 + re “4. + Pe 
14. Epistaxis + 0 0 0 0 0 0 
15. Conjunctival congestion + 0 0 + 0 so te a: 0 + 
16. Photophobia_ 0 0 0 + 0 0 0 
17. Pain on eyes dé + 0 0 0 
. Fatigue; inability tq — 
Attempt 
painful 
19. Frontal headache + + + + + + + + + + Slight 
20. Occipital headache + 4 + + + = ad + + + + Slight 
21. Backache + 0 + + 0 + + + + 4 
22. Limb pains + + + 0 0 
24. Uncooperative : + 0 0 0 0 0 0 0 0 0 
25. Amnesia + 0 0 0 0 + + 0 0 0 
26. Drowsiness + 5 + 0 0 0 + + 0 0 
27. Bronchitis 0 0 0 0 0 + 0 0 
28, Bronchopneumonia > 0 0 0 0 0 0 0 0 + 
29. Cervical adenitis ~ 0 + + 0 0 
Otitis i 
. Axillary adenitis + + =e a 
a. aeeneuenaly ‘ + 0 + 0 + + Tender + + 0 0 Tender 
32. Constipation . + _— _ 0 + + + 0 + + 
<4 Malari: Q 0 0 0 0 0 M.T. +M.T. 0 +M.T. 
36. Weil. Felix (see Table I) 
. — = No record. 
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The question of a vector arose. Nothing definite could be 
deduced from the patients’ histories, but within the limited 
means at our disposal as a stationary hospital some investiga- 
tions were made, and it was found that: 


1. Lice-—None of the patients were louse-infested, but all had 


‘Tbeen bitten, of course, by insects recently. 


2. Fleas——Fleas of two puppies which had frequented the location, 
fleas from rats found in the native huts which were at one time 
used as sleeping quarters by a few of the men for a short period, 
and fleas from rats living in‘'an ammunition dump which had been 
guarded in turn by most of the patients were possible vectors. 
Xenopsylla cheopis and X. braziliensis were found on rats caught in 
the neighbourhood. 

3. Mosquitoes.—Three cases developed malignant tertian malaria 
while in hospital. 

4. Ticks.—Ticks infested almost every dog in the district. 

5. An unknown vector remained a possibility. 


All respective observations, investigations, and treatment 
were controlled by medical specialist, pathologist, and officer 
in charge of the medical division of the unit. The pathologist 
had only a very limited supply of agglutinable suspensions, so 
had to choose the time of taking the specimen with consider- 
able care. These three officers are convinced that a fever with 
a definite clinical picture similar to that seen in cases of the 
typhus group found elsewhere, supported by appropriate patho- 
logical tests, has occurred among people living in the region 
of Colt’s Hill (near Diego Suarez), Sakaramy, and Orangea. 
In spite of the official views expressed in the first paragraph 
it may well occur elsewhere on the island. 


Incubation Period 


This could not be fixed accurately, as most of the patients 
reached the main site, Colt’s Hill, on May 31 but developed 
their illness at different times (Table I). The dates of insect 
bites were noted where possible; the incubation period ap- 
peared to be 10 days in Case 5, 16 days in Case 2, possibly 
2 months in Case 3 (who stated he had not been bitten for 
that period), and 2 months in Case 6 (who also stated that he 
had not been bitten recently but had sustained an infected 
abrasion two months before the onset of the illness). Subtertian 
malaria infection occurred at the onset of the illnesses in 
Cases 8 and 9, but towards the end in Case 7. A patient from 
this site who attended the skin department on account of 
bites on the thigh and waist region of the abdominal wall, 
such as most of these patients had had, was admitted and kept 
under observation to see whether an incubation period between 
the bite and the fever could be ascertained, but his Weil-Felix 
reaction never rose above OX19 1/40, OX2 1/20, OXK 1/40. 
The prodromal period appeared to be about 2 days. It was 
not present in all cases, being absent in Cases 1, 5, and 10. 
It was of 1 day’s duration in Case 7, 2 days in Cases 3, 4, and 
6, 3 days in Case 2, and 4 or 5 days in Case 9. The symptoms 
during this time were unusual lassitude, fatigue, and sleepiness 
very early at night, and a headache early in the morning, which 
gradually passed off during the day but returned in the evening. 


Onset of Fever and Illness 


This was gradual in half the cases and sudden in the 
remainder. The invasion symptoms included headache, pains 
in the chest and epigastrium, severe backache, dizziness and 
falling to the ground, and rigors or shivering attacks. Severe 
headache was the most common symptom, starting in the 
frontal region, then being noted in the occipital region, and 
finally in the whole head. 


The main features of the established illness appeared to 
be a continuous high fever for about 14 days, temperature 
varying between 100° and 104° F., and pulse between 80 and 
100. Sweating was marked throughout the febrile period and 
was notable for a characteristic heavy musty odour (quite 
different from that of patients in hospital at the time suffering 
from malaria, paratyphoid A, dengue, fevers, etc.). The patients 
were drowsy, lethargic, and uncooperative ; it was an effort 
to protrude the tongue for inspection. There was puffiness 


around the orbits, with conjunctival suffusion, blotchy bloated 
appearance, and sleepy expression. The main ocular symptoms 
were heaviness of the upper eyelid, pains behind the eyes, 
Pain on moving the eyes to the right or left, and photophobia. 


Headaches were very similar, usually starting in the frontal 
region, spreading to the occipital region and later to the whole 
head. They were compared with a heavy weight pressing on 
the head, and were not associated with a marked throbbing 
or bursting sensation. Early in the morning they were most 
severe, diminishing during the day but increasing late in the 
evening, and often keeping the patient awake. Backache was 
usually in the lumbar muscles, but did not occur between the 
shoulders. The limb pains were in some ways like those met 
with in dengue—frequent in the shins and knees and muscles 
of the upper limbs, biceps and supinator longus being picked 
out particularly in Case 8. A common finding was a dry mouth 
and tongue, but sordes was present only in the most severe 
cases. 

A rash appeared in more than half the cases on or about 
the fifth day. It was noticed on the chest and flanks at first. 
The full distribution in some included face, limbs, palms, and 
soles. The rash consisted of small red pinhead-size papules 
and red macules varying from 1 to 3 mm. in diameter. At 
first these faded on pressure with a central red point in a 
few, but after a few days darkened, and on diascopic exam- 
ination most showed a residual brown pigmentation. The 
darkening process continued until the lesions were dark brown, 
and then gradually faded away. Lesions of different colour 
were present at the same time, and fading ones gave a clear 


TaBLe II.—Showing Results of Serological Examination 
Case Ist Test 2nd Test 3rd Test 4th Test 
Day 11th 15th 37th 56th 
1 OXx19 1/100 1/400 | 1/800 1/200 
Ox2 1/100 1/400 1/800 1/200 
OXK 1/100 1/100 1/40 <1/40 
Day 12th 14th 38th 56th 
2 OXx19 1/400 1/400 1/800 1/200 
OX2 1/40 tr. < 1/40 < 1/40 
OXK 0 1/100 1/40 < 1/40 
Day 18th 40th 
3 OX19 1/800 1/800 + 
Ox2 1/200 1/100 
OXK 1/100 tr. 1/40 
Day lith 33rd 
4 OX19 1/100 | 1/400 
OX2 1/100 1/200 
OXK 1/20 1/20 
Day 7th 27th 47th 
5 | 1/100 1/300+ | 1/400 
| 1/20 1/40 | 
OxK 1/20 1/20 <1/40 
Day:| Sth 26th 46th 
6 Ox19 <1/100 1/800+ | 1/800 
0 1/100 1/40 
| OXK 0 1720 | <1/40 
Day 22nd | 
7 Ox19 1/800+- | 
Ox2 1/200 
OXK 1/20 | 
Day 12th 19th 
8 Ox19 1/400-+ 
Ox2 1/40 1/200 
| ini 1/40 
i Day 17th 39th 
9 OX19 1/200 | 1/100 
Ox2 1/40 0 
OXK 1/200 < 1/100 
Day: 7th 26th 
| | 
10 Ox19 0 4/800 1/1600 | 
OX2 0 1/400 1/400 | 
1/20 1/20 | <1/40 


impression of subcuticular mottling. The average duration 
corresponded with the period of high fever, 102° and above, 
lasting from 7 to 14 days. It was associated with a lineal 
conjunctival congestion, espécially between the cornea and the 
outer canthus. Epistaxis occurred in 4 cases during the early 
stages of the fever, and vomiting occurred in 2, but there was 
no haematemesis. 
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Chest symptoms and signs were a pronounced feature. 
Case 1 was first diagnosed as a simple bronchopneumonia, 
Case 10 had a bronchopneumonia with blood-stained sputum, 
and in the remaining cases productive cough with signs of 
bronchial involvement of greater or lesser degree occurred. 
Involvement of the central nervous system was not marked. 
Headache and insomnia were common, and the most seriously 
ill were irrational and uncooperative, with subsequent partial 
amnesia ; but apart from loss of abdominal reflexes and only 
sluggish tendon reflexes no clinical signs were found. The 
spleen was palpable in 4 cases in the first week and tender 
in 1. The lymphatic glands of the neck and axillae were 
slightly enlarged to the size of a pea in 4 cases and to a 
greater degree, and particularly in the tonsillar group of 
cervical glands, in the 2 cases in which there was an associated 
pharyngitis. Tenderness was absent in most instances, Case 1 
being the exception. 


Treatment was systematic ; morphine was effective. 


Pathological findings were as follows. Albuminuria in the 
severe cases, with red blood corpuscles or casts in depos:ts, 
and a secondary anaemia in two cases: Case 3—R.B.C. 
3,300,000 ; W.B.C. 7,200 (polymorphs 60%, lymphocytes 36%, 
monocytes 4%); Case 4—R.B.C. 3,300,000, W.B.C. 5,200 
(polymorphs 68%. lymphocytes 26°, monocytes 5%, eosino- 
phils 1%). 

Notes on Table II 


The technique used was that of Felix, agglutination in round- 
bottom tubes at 37° C. The method of reading, however, was 
modified, after a preliminary examination, by shaking the tubes 
and observing the end-point of granularity. This was done in view 
of the fact_that many of the tubes in use were not hemispherical 
at the bottom. Dreyer’s technique was not employed, as Dreyer’s 
tubes were not available. On receipt of a few Dreyer’s tubes, 
however, two pairs of tests were carried out in parallel, using the 
two methods. The results were identical. 

The + sign after the titre shown indicates that though the test 
was not carried further the result on the last tube suggested that 
the limit of agglutination had not been reached. O=less than 1/20, 
the lowest dilution used. 

The results, showing comparatively low titres for OX19, with in 
most cases marked coagglutination for OX2, and, in some, lesser 
coagglutination for OXK, would appear to indicate a group 
reaction. They differ from those to be expected in epidemic or 
endemic (murine) typhus or in mite typhus, while in South African 
tick typhus the OXK agglutination usually predominates. The 
results, however, appear to resemble those which occur in the 
““OX19 Group ” of Indian cases (Boyd), 1935. 

Vector and Possible Animal Reservoir—No laboratory investiga- 
tion was possible on these points, as there were no guinea-pigs 
available for inoculation experiments with preparations from 
possible vectors, and the continued shortage of agglutinable suspen- 
sions made it impossible to do serological tests on animals. 


We wish to thank Lieut.-Gen. Sir A. Hood, Director-General, 
Army Medical Services, Major-Gen. A. G. Biggan, the Consulting 
Physician, and Col. J. F. W. Sandison, Officer Commanding the 
unit, for permission to publish this record. 


TWO. CASES OF ANURIA DUE TO SULPHA- 
PYRIDINE CALCULI SUCCESSFULLY 
TREATED BY URETERIC CATHETERIZATION 


BY 
H. BURT-WHITE, M.D., F.R.C.S. 
Major, R.A.M.C. 
AND 
A. G. JOHNSON, M.R.C.S. 
Major, R.A.M.C. 


The seriousness of haematuria and anuria complicating sulpha- 
pyridine therapy is well recognized, and a number of cases 
have been reported both in America and in Great Britain. 
The renal complications of sulphapyridine therapy were well 
reviewed by Laird (1941) when reporting five cases of haemat- 
uria and one of anuria. More recently the literature has 
been reviewed by Carson and Smith (1942) and by Benson and 
Percival (1942), who reported respectively the necropsy findings 
in a fatal case and a case treated successfully by ureteric 
catheterization. 


In the two cases described below relatively small Coses 
of sulphapyridine—9 and 13 g. respectively—were administered, 
and in both cases haematuria followed by anuria resulted. 
Both cases were in hospital before haematuria developed, and 
at first were ambulatory. A high fluid intake was encouraged, 
but the volume was not measured. Both patients were adult 
males of good physique, admitted to hospital on account of 
uncomplicated gonococcal urethritis. 


Case I 


A man aged 28 was admitted on Nov. 17, 1941. He was given 
4 g. of sulphapyridine daily for two days, and on the morning of 
the third day received 1 g. Soon after the last dose he passed 
deeply blood-stained urine. Later in the day vomiting and severe 
renal pain were noted and no more urine was passed. As the anuria 
persisted he was transferred to the surgical department and cysto- 
scopy was performed after 24 hours’ anuria. 

The bladder contained a small amount of blood-stained urine. 
The bladder wall appeared normal except for a well-marked uretero- 
cele on both sides; that on the left side made the passage of a 
ureteric catheter impossible. A catheter was passed on the right 
side and the renal pelvis was washed out. On his return to the 
ward an intravenous drip saline was started, this being continued 
for two days. A few drops of blood-stained urine drained through 
the catheter, and 24 hours later he was cystoscoped again. Both 
ureteroceles were more pronounced, and further attempts to cathe- 
terize the left ureter failed; but on catheterizing the right ureter 
blood and sulphapyridine crystals were seen to escape into the 
bladder, urine drained through the catheter, and in the subsequent 
24 hours he passed 100 oz. of urine through the catheter and per 
urethram. The catheter was removed after 18 hours. His symptoms 
rapidly abated, and on discharge from hospital two weeks later 
his urine was normal. The highest blood urea was recorded on 
the day of the second cystoscopy, being 72 mg. per 100 c.cm. 


Case II 


A man aged 27 was admitted on Oct. 14, 1942. He was treated 
with sulphapyridine, and received a total of 13 g. between admis 
sion and 6 a.m. on Oct. 17. At 6.30 a.m. on Oct. 17 he started 
passing blood-stained urine, 5 oz. being passed between that time and 
11 a.m. He then complained of severe pain in both loins and persis- 
tently vomited stomach contents containing changed blood. At 7 p.m. 
his condition had deteriorated, and as he had not passed urine 
since 11 a.m. he was transferred to the surgical department and 
cystoscopy was performed. The bladder contained about 1/2 oz. of 
practically pure blood together with a large amount of sulpha- 
pyridine crystals, there were small petechial haemorrhages in the 
bladder mucosa, both ureteric orifices were congested, and a small 
pencil of sulphapyridine crystals was seen protruding through the 
left ureteric orifice. On passing a catheter up the left ureter, 
crystals, debris, and blood were seen to escape. A catheter could 
be passed up the right ureter for only about 2.5 cm. On retum 
from the theatre he was started on intravenous drip saline, which 
was continued for three days till the vomiting ceased. Five ounces 
of blood-stained urine loaded with sulphapyridine crystals drained 
from the left ureter and none from the right in six hours, after 
which the left catheter became blocked. 

At 10 a.m. on Oct. 18 both catheters were removed and were 
found to be blocked with blood and crystais. Fresh catheters were 
now passed up both ureters, and both ureteric orifices were observed 
to be more congested. Attempts were made to wash out the renal 
pelves with normal saline, but although 5 c.cm. was injected through 
each catheter ho fluid could be withdrawn, presumably owing to 
oedematous mucosa being sucked into and blocking the catheter 
orifices. During the next six hours 8 oz. of blood-stained urine 
drained through the catheters and a further considerable amount 
leaked around the catheters into the bed. On Oct. 19 5 oz. of 
slightly blood-stained urine was passed. On Oct. 20 vomiting 
ceased, and 110 oz. of clear urine was passed. Subsequently the 
patient recovered rapidly, and on discharge three weeks later he 
had no symptoms and his urine was normal. : 

The highest blood urea recorded was 96 mg. per 100 c.cm. on 
Oct. 21, after which the figure gradually returned to normal. 


Discussion 

Incidence-—During the last six years one of us has used 
the sulphonamide group: of drugs, and particularly sulph 
pyridine, in about 4,000 cases. With the exception of the two 
cases here reported all cases of haematuria have resolved with 
confinement to bed, cessation of the drug, large quantities of 
fluid by mouth, and enemata. The incidence is low, but is 
likely to rise if the less-soluble sulphathiazole replaces sulpha 
pyridine. According to Macartney et al. (1942) the relative 
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solubilities of acetyl sulphapyridine and acetyl sulphathiazole 
are 32.6 and 5.8 at pH 5.5, and 36.5 and 25.1 at pH 7.5. 

Dosage.—In these two cases both the daily dose of 4 g. and 
the total amounts administered—9 and 13 g. respectively—are 
low to have brought about anuria, and suggest a personal 
(diosyncrasy to the drug. The case reported by Laird had 1 g. 
four-hourly, with a total of 11 g.; the fatal case reported by 
Carson and Smith received 1 g. four-hourly, with a total of 
22 g.; and the successful case reported by Benson and Percival 
received 21 g. in 3 days. These and other cases make it clear 
that without an adequate fluid intake anuria may occur with 
any therapeutically efficient dosage of sulphapyridine and 
sulphathiazole. 

Diagnosis and Treatment.—The diagnosis is obvious, the early 
symptoms being haematuria, diminished secretion of urine, and 
pain in the loin which may radiate down to the groin, associated 
with persistent vomiting. If conservative treatment such as 
intravenous salines and large quantities of fluid by mouth does 
not relieve the symptoms quickly—say within six hours—it 
would seem wise to catheterize the ureters without delay. Such 
early treatment would appear to give the best chance of recovery 
and prevent permanent renal damage. 

The cystoscopic appearances in Case II are similar to the 
necropsy findings reported by Carson and Smith, who also 
found the ureters blocked by crystalline debris. It seems 
probable in this case that when renal secretion was re- 
established secondary ureteric obstruction was avoided by the 
presence of ureteric catheters in situ. Having regard to the 
general condition of the patient, we have little doubt that in 
the absence of ureteric catheterization this case would have 
ended fatally. 


Attention is drawn to two causes which may make the passage 
of ureteric catheters difficult or impossible—namely, crystals 
of the drug in the ureter, and the presence of a ureterocele. 
Case I demonstrated how rapidly ureteroceles may progress, and 
it seems likely that had the operation been delayed longer the 
passage of a ureteric catheter on either side would have been 

Addendum 


Since writing this paper one of us (A.G.J.) has had another 
case which supports the contention that early catheterization 
is the proper treatment of this condition—to secure drainage 
from and to provide a method of washing out the renal pelves, 
also to prevent subsequent ureteric obstruction from blood and 
debris. 

Briefly, the case history is that of a man aged 26. admitted 
to hospital with an acute epididymo-orchitis. 
deposit of urine showed pus cells in moderate number and a 
few organisms. Culture gave a growth of B. coli. He was 
nursed in bed, fluid intake was approximately six pints daily, 
and sulphapyridine 5 g. daily was given. On the third day, 
when a total of 15 g. of sulphapyridine had been taken, he 
passed deeply biood-stained urine, and complained of severe 
loin and abdominal pain, with vomiting. Six 
hours later, as no urine had been passed, he was 
cystoscoped under a general anaesthetic, and intra- 
venous fluids were started. The bladder was empty 
but otherwise normal, and catheters were passed 
easily up both ureters. Almost at once heavily 
blood-stained urine, containing crystals of sulpha- 
pyridine, was recovered from the left side. As * 
there was no secretion from the right side 5 c.cm. of pone 
saline was injected into the renal pelvis, and secretion from 
this side was established some two hours later. Urine was 
passed round the catheters the next morning and they were 
removed. Subsequent progress was satisfactory, the urine being 
clear of blood on the fourth day. 

Acknowledgments are due to the commanding officers of the 
military hospitals in which these patients were treated; also to Dr. 


J. Laurie, medical superintendent of Sharoe Green Hospital, for 
permission to publish the third case. 
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IMMOBILIZATION AND TRANSPORTATION 
OF THE FRACTURED FEMUR IN WAR 


BY 


R. WOOD POWER, M.B., F.R.C.S.I. 
Lieut.-Col., R.AAMC. 


The ideal method of transporting compound fractures of the 
femur from forward areas in warfare is undoubtedly the spica 
plaster. Trueta, following his experiences in the Spanish Civil 
War, has strongly advocated it. He and Béhler have pointed 
out the great importance of rest, not only for fractured bone 
but even more so for the lacerated muscles. They both agree 
that the most efficient splintage is the unpadded plaster spica. 
Trueta’s method is undoubtedly ideal where distances are short, 
roads good, train transport luxurious and rapid, and the number 
of casualties small. In North Africa, however, where work at 
the field ambulances and C.C.S. has been heavy and quick 
evacuation imperative, where the roads are bad, and where 
single-track railways make evacuation slow, the spica plaster 
has not been found satisfactory. Here there are no ambulance 
trains de luxe, and patients evacuated to the base travel a 
distance of 400 miles or more on stretchers, on which the 
spica does not lie snugly. Bad roads or badly sprung railway 
trucks cause considerable shaking, resulting in friction sores 
on the buttocks, chest, or back. Similar conditions occur ‘n 
sea transport; for the spica does not fit the cot, and the roll 
of the ship makes retention difficult and friction sores develop. 

From the field ambulance or C.C.S. the wounded man is 
sent back to a forward hospital. Should complications arise 
or other wounds require treatment, he is retained there until 
fit to travel to the base hospital. This may be a period of 
many weeks, so the importance of correct fixation and align- 
ment of the fracture is obvious. 

Fractures of the femur have been ocaniatel to the base 
hospitals in North Africa by what is known as the “ Tobruk ” 
method, a description of which is as follows: When the toilet 
of the wound is completed a strapping extension is applied 
to each side of the limb, but circular strapping is not used 
for fear of subsequent swelling. A long plaster slab extending 
from the top of the thigh to the extremity of the toes is 
retained in position with circular plaster bandages. The tapes 
of the strapping emerge from the plaster above the ankle on 
either side, the plaster being cut around the points of exit. 
The plaster is split down the anterior aspect over a piece of 
rubber tubing which has previously been placed on the limb. 
A Thomas splint is fitted and the tapes protruding from the 
plaster are fastened to the end. Further circular plaster 
bandages from the thigh to the lower third of the leg keep 
the limb steady on the splint. 

The “ Tobruk ” method is good for a short period, inasmuch 
as the patient travels in comparative comfort. Shortening, 
however, invariably occurs. This method is permissible for 


~ 


the journey from aC.C.S. to a forward hospital, but if retained 
after a period of four or five days muscle spasm must be 
overcome by some means or other before full length can be 
obtained. The “Tobruk” method is mechanically unsound, 
for the plaster around the knee will counteract the pull of 
the strapping extension. Another cause of shortening is the 
failure to apply a perfectly fitting Thomas splint. The art of 
doing so appears to be dying out, especially among the younger 
generation of surgeons. 

The ideal method of fixing these fractures (a) must ensure 
adequate fixation over a period of some weeks, (b) must entail 
the minimum of attention, and (c) must be easily transportable. 


Method of Fixation 
I have tried out a method in a forward hospital in North 
Africa which would appear to fulfil these requirements. It is 
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essentially the principle devised by Thomas and still practised 
by the Liverpool school. I have simply substituted an all- 
metal line of extension for the strapping. The latter requires 
constant daily attention, which it is impossible to give during 
transportation. Should the case be complicated by flesh wounds 
of the lower leg, strapping extension is altogether impossible. 

The diagram of this method is self-explanatory. The pin 
and stirrup should be fitted under aseptic precautions before 
the surgeon deals with the wound. On completion of the 
operation, a thick posterior plaster slab is applied from below 
the knee to the extremity of the toes and retained in place 
with cotton bandage. The Thomas splint is applied, the 
surgeon seeing that it fits snugly round the thigh. While an 
assistant exerts traction on the stirrup the surgeon fastens it 
to the end of the splint by means of a piece of box wire, the 
ends of which should be left long. 


The success of the method depends on the accurate fitting 
of the Thomas splint. If the ring is too small pressure will 
be borne on the upper thigh, leading to interference with the 
venous return. If the ring is too large pressure will occur on 
the anterior superior iliac spine, leading to an early pressure- 
sore, or else the ring will pass up into the folds of the buttock, 
interfering with defaecation or micturition. If the ring is too 
large it can be made to fit by padding the outer third with 
felt. If it is too small it can be divided on the posterior and 
inner aspect. It is important to bend the splint to an angle of 
165 degrees at the knee-joint. If a straight splint is used the 
knee remains in full extension, which is uncomfortable and 
predisposes to backward bowing of the femur. Should full 
length of the limb not be obtained at the first fixation a lapse 
of four or five days will result in loss of muscle spasm, when 
the shortening can be overcome by application of a fresh wire. 
The ideal time for the application of this form of fixation is 
at the primary operation before muscle spasm has appeared. 
If extension is applied early there is no difficulty in procuring 
full length of the limb ; the tendency would rather be to, over- 
distract the fragments. This can be rectified later by slackening 
off the wire. 


This mode of traction is ideal for fractures of the lower 
three-fourths of the femur and should produce perfect align- 
ment. It is of course not suitable for fractures of the upper 
fourth where abduction of the proximal fragment occurs. It 
will, however, retain full length of the limb until the patient 
reaches the base hospital, where abduction treatment is 
facilitated. 


Shortening of the limb must never be permitted in compound 
fractures, for it may lead to dire consequences. The first is 
mobility of the bone fragments. If this is allowed, muscle 
cells are repeatedly torn and die, thereby affording nourishment 
to the ever-lurking organism, which not only delays union 
and healing of the wound but may upset the -delicate balance 
existing between the invading microbe and the natural resis- 
tances of the body. The second is the mobility allowed to 
the muscles. Lacerated muscles which are not kept at rest 
weep profusely, thereby causing loss of fluid from the body. 
The intermuscular septa open up when muscles are lax and 
form pockets in which pus will readily collect and track up 
the thigh. If the muscles are taut the intermuscular septa are 
closed and form a barrier to the extension of infection. The 
criterion of good surgery is the amount of discharge from the 
wound. If the wound has been well and properly saucerized, 
if bone fragments are in good position, and if muscles are taut 
and motionless, discharge will be at a minimum. If, on the 
other hand, the discharge is profuse we know that either the 
surgery or the fixation is at fault. 


Advantages of the Method 

The advantages of this form of immobilization over the 
“ Tobruk ” method are: (1) The whole limb is on view, so 
that gas gangrene or other infections can be detected early. 
(2) Re-dressing of the wound, if necessary, is simple. (3) Re- 
operation, if required, can be done with the splint in situ. 
(4) It is pre-eminently suitable if there are soft-tissue wounds 
of the leg. (5) Further manipulation and fixations are un- 
necessary, as shortening of the limb cannot occur. (6) There 
is no possibility of plaster sores or interference with the circula- 
tion. (7) Patients can be transported any distance, even by sea, 
with strict immobilization and the minimum of attention. 


LOCAL CHEMOTHERAPY IN CHRONIC (NON- 
RHEUMATOID) RHEUMATISM 


BY 
G. LAUGHTON SCOTT, M.R.C:S. 


Consultant in Rheumatic Diseases to the Almeric Paget Institute, 
Islington 


Local chemotherapy denotes the therapeutic action of chemical 
substances so applied that immediate effect is confined to the 
area treated. It also suggests, if not implies, local bacterio- 
static or bactericidal influence, which raises the objection that 
the existence of organisms in the rheumatic lesion is far from 
being proved. This is indeed a link missing in the chain of 
argument, but facts accumulate which seem to demand that 
hypothesis to explain them. At any rate, this sort of rationale 
is proposed for the present treatment. 


Preliminary Diagnostic Investigation 

It will be seen that a system founded upon the vital impor- 
tance of the local rheumatic lesion requires the lesion to be 
defined with the greatest exactitude. Considerations of space 
prevent more than one example of how this need is met. In 
rheumatic sciatica diagnosis only begins with the discovery 
of signs, with errors of posture, and with the elimination of 
possibly non-rheumatic causes. It is when such matters have 
been finished with that location starts. The patient’s pain may 
give direction if it is increased by coughing, sneezing, walking, 
sitting, bending the neck, or inclining the trunk towards or 
away from the affected side. Rectal examination will reveal 
tenderness of sacral roots or spasm of pyriformis ; while the 
whole area must be searched for altered skin sensation. 
Guttmann’s (1940) colorimetric investigation of sweat secretion 
gives useful aid ; but most important is the exploratory massage 
of lumbar, sacral, and gluteal regions, which discloses the 
various muscular lesions which may play their part in the 
syndrome. There is nothing new in such mapping of rheumatic 
geography except its thoroughness; and, indeed, ordinary 
physical treatment does not demand the same meticulous 
definition. 


Composition of Injection and Method of Use 

The trial of numerous essential oils over many years has 
not revealed the special power of any unusual medicament. 
The use of oil of niouli in osteo-arthritis was described (Scott, 
1938), and an oily suspension of streptococcal substance won 
success (Scott, 1936a, 1936b); but no advance has been made 
upon a 10% solution of benzyl salicylate in oil. This is the 
mixture administered in the series described below. 

Points of attack determined, the operator plans his dosage. 
Idiosyncrasy to the oil-soluble salicylate does not occur, though 
tolerance will vary. It will soon be seen that previous workers 
have failed of significant success because in fibrositis their dose 
was far too small, but in the treatment of joints much too 
large. In the former 20 c.cm., rising to 50 or 60 c.cm., is 
usually well tolerated ; whereas with joints 0.1 c.cm. to 0.2 c.cm. 
must not be exceeded. Large injections are followed by malaise 
and pyrexia, but the effects soon pass. It is curious how closely 


‘the rules for vaccine administration govern the treatment— 


weekly spacing, rising doses, negative phase, and improving 
tolerance. 


Results 


Since 1932 about 1,500 patients have been dealt with, but 
some of earlier date are not now traceable, and, indeed, belong 
to a period when many problems of technique were fluid. A 
series of 96 recent and consecutive cases is therefore presented. 
All were treated over the past three years in a provincial town 
and have the corroboration of their doctor. A rigid standard 
of success has been applied, for “ good result” is not claimed 
unless function, recovered on discharge, remains complete to 
date. Milder cases were rejected, as also all new cases of the 
rheumatoid type and osteo-arthritis of the hip, which do not 
benefit. Out of the 96 cases, 76 results are returned as good, 
14 as fair, and 6 as failures. Twelve cases, the most severe, 
are described below in some detail; with these contact has 
been maintained so that points of interest may be verified. 
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Illustrative Cases 


Case 1, Fibrositis—Masseuse aged 47; 15 years’ fibrositis neck, 
shoulders, back, buttocks—much physiotherapy; feared retirement. 
six treatments—severe reactions. Two months later little signs left; 
confirmed by another masseuse; “‘ better than for years.’’ July 20, 
1943 (9 months after): full practice; well. Result: (a) function 
normal; (b) pain trifling. 


Case 2, Fibrositis—Architect aged 58; brother, father, grand- 
father, and great-grandfather disabled from walking at 55. Last- 
named lifted into coach by crane! No gout; blood uric acid 
twice low; radiographs showed no changes. Fibrositis of plantares 
marked—lower os calcis acutely tender—short extensors fibresitic ; 
impaired movement toes; tendo Achillis thickened; fibrositis in 
soleus, peronei. Symptoms in 1932; for year walking almost nil. 
Multiple injections over 4 weeks. In six weeks walking 5 miles, 
painless; day’s shooting. Well 9 months later. Result: (a) func- 
tion normal; (5) pain nil. ; 


Case 3, Fibrositis——Broker aged 59, once first-class tennis player. 
April 12, 1943, 1eported 34 years’ disablement—neck, shoulders, 
knees, feet; “can’t climb stile or lift hoe.’ Rheumatologist had 
not helped. Cold swollen hands, staggering walk, rheumatoid 
appearance. Three. examinations, with masseur; found. fibrositis 
in neck, sacro-iliac, sciatic notch; crippled state did not seem 
accounted for. One treatment; 120 c.cm. standard mixture. Left 
llth day, walking freely. May 15, 1943: nothing abnormal; hardest 
labour on farm. Well since. Such quick recovery rare; needed 
location of all lesions—seldom made at outset. Result: (a) func- 
tion normal; (5) pain nil. 


Case 4, Osteo-arthritis of Spine, etc.; Fibrositis—Solicitor aged 
68, seen Sept. 11, 1940; imprisoned in heavy steel jacket since 
1922. X-ray report (1929): ‘* Marked osteo-arthritis of spine, 
chiefly D 8 to 12; all lumbar vertebrae affected; osteo-arthritis of 
knees and great toes; severe sacro-iliac arthritis.’ Yearly visits to 
spas; Aix-les-Bains 6 times. Cervical, lumbar, gluteal, and sacro- 
iliac fibrositis, which was attacked; after 8 treatments pain absent. 
Soon laborious work in garden, sometimes walked 5 miles. Ner- 
vous of entirely discarding jacket, but year later had done so. With 
rare single treatments, well in all respects. Provides example that 
severe spinal osteo-arthritis may cease to disable if accompanying 
fibrositis is successfully treated. Result: (a) function normal for 
age; (b) pain rare. 


“Case 5, Osteo-arthritis of Knees, Wrists—Clerk aged 66; arth- 
itis of knees for years. Gross bony changes; any walking impos- 
sible; despair at losing work. Both knees hot, very swollen; 
flexion of R. knee limited. Progress slow, minimal dosage. After 
six weeks walked a mile—soon two miles. Returned to work 
8 weeks after starting treatment. Later, wrists treated. X-ray 
report (Schwartzman): “In P.A. position, blurring of metacarpal 
bones; marked lipping seen in lateral position—marked hypertrophic 
osteo-arthritis.”” After 7 treatments heat and swelling gone. Func- 
tion much improved. Result: knees—(a) function normal, (b) pain 
nil; wrists—{a) function much improved, (6) pain slight. 


Case 6, Osteo-arthritis of Knees—Married woman aged 66, 
“incapacitated in knees” 2 years before. Noted orthopaedist 
July 30, 1941: ‘* X¥ rays show marked degree of osteo-arthritis in 
both knees—proliferation round joint margins—elongation of tibial 
spines; further treatment was useless.” Walked little and painfully. 
Very heavy. After 14 sessions walked 5 miles without pain; well 
for 18 months. Result: (a) function normal; (b) pain nil. 


Case 7, Osteo-arthritis of Knees —Ex-Army man aged 73; many 
accidents to knees earlier”; 10 years’ poor walking; 1 year hardly 
walked at all. Knees hot, tender, swollen. X-ray report, Oct. 5, 
1940 (Shanks): ‘* Gross chronic osteo-arthritic changes in both knee- 
joints, large osteophytes ; some detached and may be loose in knee.”’ 
ll injections early 1941; painless function; several miles daily. 
Further injections to ascertain whether changes seen by x rays could 
be modified. Not the case. Interest lies in recovery of function 
after almost maximal disorganization. Remains well. Result: 
(a) function normal for age; (b) pain nil. 


_ Case 8, Osteo-arthritis of Knee.—Theatrical producer aged 42; 
Injury to foot as boy—amputation of toe; cartilage removed. For 
years pain on exercise; recently splinted, confined bed, where 
examined July 27, 1942. X-ray report (Schwartzman): ‘* Tubercle 
of L. knee enlarged; joint space narrowed; border of patella 
Pointed ; some lipping lower femur.” Head of fibula enlarged by 
Osteophytes; operation suggested. Moderate walking in 4 weeks; 
Since then, with few single treatments, walks without limitation. 
Result: (a) function normal; (b) pain rare and slight. 


Case 9, Polyarthritis—Sawyer aged 62, Jan. 5, 1943: Active pro- 
céss in wrists, elbows, shoulders, knees, ankles; symptoms for 
years ; employer anxious lest he must be retired. No radiographs. 
ge eee despite heavy labour. 7 sessions; pain slight. 

arc : 


no abnormality except wrists; puffy, not painful. 


Employer writes: ‘‘ Sings instead of cries on way home.” Well 
since. Result: (a) function normal; (b) pain greatly reduced. 
Case 10, Rheumatic Sciatica-—Stonemason aged 37; sciatica years 
before; recurrence 9 months ago—long hospital treatment—advised 
permanent light work—incapacitated. April 23, 1941: Laségue + ; 
wasted L. buttock; A.-J.s equal; sensory loss outer leg, sole. 
Per rectum, pyriformis spasm; tender sacral roots. Pain over L 4, 5, 


S 1, 2, 3. Only lumbar pain on coughing. Six treatments—no 
better. June 17, 1941; only pain over S 1, 2; now left A.-J. 
depressed. Posterior sacral foramina 1, 2, 3 injected—benefit ; 


reinjected—pain gone. Heavy work soon after; active to date. 
Result: (a) function normal; (5) pain nil. 

Case 11, “ Sciatica.’—Typist aged 20; acute symptoms 20 weeks ; 
6 weeks bed, then bath-chair. Consultations at local hospital inde- 
cisive. Sept. 7, 1942: contralateral scoliosis; Laségue +; A.-J.s 
equal; sensory loss sole; per rectum, nil; tender over S 2, nowhere 
else. Involvement of S 2 diagnosed in spite of equal A.-J.s. Injection 
posterior sacral foramina—pain gone. A few gluteal injections. 
Well and active since Oct. 30, 1942. Result: (a) function normal ; 
(b) pain nil. 

Case 12, Rheumatic Sciatica—Surgeon aged 48, seen Dec. 10, 
1942, 3 years previously treated for months in London home by 5 
physicians; one, expert in injections, gave 20 treatments. Unim- 
proved ; eventually to work, but even with analgesics uncomfortable. 
Nov., 1942: acute recurrence; Las¢gue and Mennell +; gluteal 
atrophy; per rectum, S 2, 3 tender; pyriformis spasm. Sensory loss 
indicated L 5, S 1, 2, 3. No A.-J. Treatment for 5 weeks; 7th 
week, symptomless, walking freely, A.-J. still absent. Well since; 
recent fracture of pelvis caused no relapse. Result: (a) function 
normal; (b) pain nil. 


Claim of Innovation 


The common criticism of all new work is that it is not 
new at all. Certainly the chemical substances used by me 
are not new, and in oil-soluble form they are not untried. 
Claim to novelty fails if there is no more in it than this. 
But there is more; there is the contention that when they 
are properly applied the oily salicylates are specific in chronic 
rheumatism ; furthermore, it is maintained that this fact has 
escaped previous workers because their dosage was wrong and 
their technique imperfect. If items of technique not hitherto 
recorded spell the difference between success and failure, then 
technical improvement constitutes innovation. In many respects 
this can be shown to be true. The literature of intra-articular 
chemotherapy, for example, hardly exists except for Forestier’s 
scanty notes, yet the need for extremely minute doses can be 
shown to be so obvious that it must have been recorded if 
observed. With correct dosage the prognosis of the rheumatic 
joint is transformed. When first, in 1932, I attempted intra- 
articular injection a doubtful result after much reactional pain 
was the rule. Now there is no pain—not even interruption of 
normal activity—and results are remarkable. 

But optimal dosage has proved simpler to work out than 
many essential details of technique. In neuritis local injection 
will not do much if it has no more than anatomy to guide it. 
This is particularly true of brachial neuritis, which is often 
cured in one or two sessions when injection is made over the 
intervertebral foramina. In rheumatic sciatica six areas need 
to be explored as possibly contributing to that composite entity. 
Such details are few among many that deserve, but have yet 
to receive, description. Nor is there mention of the systemic 
benefit which often follows local chemotherapy. That local 
treatment should profoundly affect the general health requires 
proof and modification of accepted theories. But such con- 
siderations are outside the practical issues here put forward. 


Summary 

It is suggested that local chemotherapy has notable possibilities 
in the treatment of chronic rheumatism. 

Emphasis is laid on the need for extreme accuracy in locating 
the rheumatic lesion before it is attacked; some account of the 
application of the method is given. 

The results obtained in a series of 96 consecutive and fully cor- 
roborated cases are assessed; 12 of these are briefly described. 

The claim to innovation rests upon matters of dosage and tech- 
nique, the past neglect of which has obscured the value of local 
chemotherapy in chronic rheumatism. 
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A CASE OF CONGENITAL DILATATION OF 
THE PULMONARY ARTERY 


BY 
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AND 


M. M. POSEL, M.D., M.R.C.P. 
Major, S.A.M.C. 


(From Oribi Military Hospital, Pietermartizburg, Natal) 
(WITH PHOTOGRAVURE PLATE) 


According to Bedford, Paff, and Parkinson (1941) congenital 
dilatation of the pulmonary artery is a rarity, while septal defect 
is the commonest congenital malformation of the heart. Those 
authors stress the great dilatation of the pulmonary artery and 
its branches that accompanies atrial septal defect, and, while 
attempting to differentiate between these two conditions, confess 
that differential diagnosis may be impossible. Other authors, 
notably Assmann (1928), describe this congenital dilatation as 
a primary condition due to asymmetrical divisions of the truncus 
arteriosus communis. . 

Jennes (1936) points out that dilatation of the pulmonary 
artery is as rare as dilatation of the aorta is common. In a 
total of 38,000 necropsies done at various English-speaking 
hospitals no case was discovered up to 1936. In all, 122 cases 
have been recognized, and, with the exception of 12, all at 
necropsy. From the descriptions of some of these cases they 
were probably of the type described by Bedford, Paff, and 
Parkinson, Master (1939) states that in atrial septal defect 
large auricles result, with enormous P waves. The opinion 
expressed by Bedford, Paff, and Parkinson (1941) is contrary 
to this statement: except in a certain proportion of cases, the 
right auricle was grossly enlarged, but not the left. 


Assmann’s classification of congenital dilatation of the pul- 
monary artery appears to be of value, and is as follows: 


A. Acquired : 
(1) Aneurysm of the pulmonary artery 
(2) Perforation of aneurysm of aorta into pulmonary 
artery 
(3) Pulmonary insufficiency from endocarditis 
(4) Stasis in pulmonary circulation, as in mitral stenosis 
B. Congenital : 
(1) Solitary single anomaly (asymmetrical division of 
truncus arteriosus communis) 
(2) Open ductus botalli 
(3) Pulmonary stenosis (very exceptional) 
(4) Defect of auricular septum 
(5) Defect of ventricular septum 


Radiology plays an important part in the diagnosis of this 
condition, and the criteria of x-ray diagnosis seem to be as 
follows: 

(1) Increase of pulmonary bow 

(2) Small aortic knuckle 

(3) Broadening of hilar shadows 

(4) Enlargement of the pulmonary arterial tree. The 
oblique positions, together with the barium swal- 
low, will show the characteristic picture of the 
enlarged pulmonary artery. 


In view of the rarity of the condition, we are adding a 
description of a case which conforms, radiologically and other- 
wise, to those already described. 


Clinical History 

The patient, a man aged 23, was admitted to hospital because 
of “ feverishness ” and pains in the joints. Influenza was diagnosed, 
but routine examination revealed certain peculiar features. He was 
6 ft. 54 in. in height, and had clubbed fingers and a very blue 
tinge on his lips. At the age of 10 he had been told that he had 
““ something wrong ” with his heart, but this had not precluded him 
from having a fairly normal adolescence. He had played games 
at school, but could not run fast. He had had no illnesses and had 
lost no schooling. Three years previously he had coughed up a 
cupful of blood, but his doctor told him it was due to “ lung 
strain.” He had had no chest pains, cough, or expectoration. 
Neither had he had any sore throats, joint pains, or any kind of 
body rash. 


The family history was not relevant, except that his father y develop 
a very tall man of 6 ft. 5 in., and his sister was also over 6 ft day the 
The head and neck showed no abnormality. The apex beat wag ommir 
well out, five inches from the mid-sternal line. There was a palpablg found. 
thrill, diastolic in time, over the praecordium—not like the pre§the x-r 
systolic thrill of mitral stenosis, but sharp and abrupt. On ausculta ventricl 
tion there was a mid-diastolic murmur, heard at the apex ang Anothe 
conducted out. There were no moist sounds in the lungs. The pyj{ had be: 
monary and aortic areas were clear. The liver was not palpable. Abou 
The blood pressure was 140/70. The Wassermann reaction was sale 
negative, and the blood count showed 7,500,000 red cells, Hb ove sactin 
140% (Sahli), and a white cell count of 13,000. no inju 

The electrocardiogram did not show a right axis deviation by} The » 
measurement on the Einthoven triangle. There were inverted Tj weeks | 
waves of the coronary type, with depression of the S-T segment] comple 
below the isoelectric line, in both arm and leg apex leads taken 
in the conventional manner. The three limb leads showed diaphasic 
QRS complexes suggestive of congenital heart disease as described f 
by Katz. 

X-ray examination demonstrated a huge pulmonary artery with 
a comma-shaped branch, also greatly enlarged in the antero-posterior 
position (Plate, Fig. 1). After a barium swallow a very large impres. 
sion made by the right pulmonary artery in the right oblique pogsi- 
tion was a striking feature (Fig. 2). 


We conclude that the above is a case of congenital dilatation 
of the pulmonary artery and its branches. Atrial septal defect 
might be present, but this is uncertain, as the right auricle is 
not grossly enlarged. 
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A Case of Traumatic Ventricular a 
Pneumocephalus In | 
(WITH PHOTOGRAVURE PLATE) poet 


Cases of traumatic ventricular pneumocephalus reported in thisg @¥*€" 
country are few in number, and Davies (1943), who described 
one case of his own, could find only about twelve in the British 
literature. It may therefore be of value to put on record 


another instance of. this rare condition. 


a 
HIsTORY OF CASE Sass 
A man aged 33 was found lying alongside a road late at night} penis 
and was admitted to the Staffordshire General Infirmary on May 23,{ surfac 
1943, in a deeply comatose condition. The exact nature of the} treatec 
accident could not be ascertained, but from the time factors con lotion 
cerned it was judged that he had been lying out in the cold for} healed 
at least one hour On examination a small puncture wound, «f Twe 
quarter of an inch in diameter, was found over the left eye, with} hospit 
fairly large abrasions of the forehead and just below the outer] volunt 
canthus of the left eye. The eyelids on both sides were very swollen] was ti 
and could be opened on!y with difficulty, but enough to show subcon-{ he wa 
junctival haemorrhage in the left eye. There was no bleeding from the} there | 
ears Or nose,.nor was any other injury found. His temperature tion. 
was subnormal, but the pulse was fairly strong. with a rate of 8 M 
a minute. Fracture of the skull was diagnosed; the patient was} hands. 
admitted and treated for shock. Because of his general condition,§ well b 
surgical toilet was not performed. —this 
By the following morning he had passed into a state of cerebralf he wa 
irritation, and this irritation alternated with long periods of sleep. June 
Dehydration treatment was begun, using a 50% solution of mag 
nesium sulphate, 4 oz. six-hourly, per rectum. By the next day 
he was completely conscious, and complained of pain in the occipital 
region. This pain later shifted to the left temporal area, and during 
his stay in hospital he had repeated attacks of pain in this region. 
On the fourth day after admission the patient complained off I w 
stiffness of his neck. Examination showed physical signs 
meningitis, although temperature and pulse were normal. Onf State 
lumbar puncture the cerebrospinal fluid was found to be of 
normal pressure and fairly heavily blood-stained. This fluid com 
tained no coagulum, and the supernatant fluid was faintly yellow. Ob 
Numerous red blood cells were present, but there was no increas 
of leucocytes, and films showed only Gram-positive bacilli, while, 
on culture, only aerial contaminants were found. The dehydration 
treatment was stopped and the patient put on a course of sulph 
pyridine, and the meningitic symptoms passed off in a few days. 
Apart from the continued headaches, for which phenobarbitone 
was given, the patient made good progress until June 2, when he 
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or developed a left-sided supranuclear facial paralysis. The following 


oly Widay the patient was radiographed for the first time, when a massive 
i comminuted fracture extending nearly round the calvarium was 
Palpablgfound. There was no involvement of the base of the skull, but 
the pregthe x-ray film showed perfect outlines of the third and lateral 
auscultag ventricles due to the air in them (see Figs. 1 and 2 on Pilate). 
pex anjjAnother radiograph was taken on June 19; this showed that the air 
The pul. had been absorbed. 
palpable} About June 25 the patient developed diplopia of the left eye 
ion with ectropion of the lower eyelid. The ectropion was due to 
Hb ove String of an abrasion below the lid; and scarring inside the orbit 
affecting the external rectus would account for the diplopia, since 
k no injury to the sixth cranial nerve could be found. 
ation byl The patient made good progress and was discharged after seven 
verted JT] weeks in hospital. When seen on July 21 he was complaining of 
segment} complete deafness in the left ear. The facial paralysis was beginning 
is taken} to pass off, and cutaneous sensation was present on the left side 
liaphasicjof the face. A radiograph taken in Towne’s position showed a 
lescribes{ fracture extending into the petrous portion of the temporal bone, 
which would account for the seventh and eighth cranial nerves being 
affected. The probable route of entry of the air was through either 
the frontal wound or the ear and then by a dural tear into the 
subarachnoid space. The air would then rise in the ventricular 
system to the third and lateral ventricles. 


My thanks are due to Mr. G. I. Wilson for his encouragement and 
advice, and for permission to publish this case. 


M. GalINnes, L.R.C.P.&S.Ed., 
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| defec; House-surgeon, Staffordshire General Infirmary. 
iricle is REFERENCE 
Davies, D. O. (1943). Brit. J. Surg., 30, 237. 
nkunga’ Generalized Sensitivity to Sulphonamides 


“s The recent article by Major Park (Journal, July 17, p. 69) has 
drawn attention to a condition of increasing incidence which 
on of tkVis at present by no means always recognized. I am therefore 
- [prompted to quote the following case of cutaneous hyper- 
—} sensitivity to sulphanilamide powder applied to an extremely 
minute lesion. This was to the site of a small penile wart 
which had been cauterized. 


Case History 


==} The patient was a soldier, aged 23, of 34 years’ service; previous 
occupation, plumber. He had been in hospital for 4 to 5 days a 
year ago with a rash the details of which I have been unable to 
obtain. He had never previously taken any sulphonamides. 

In March, 1943, he had two small penile warts removed by 
cauterization, and sulphanilamide powder was applied. He attended 
a week later, and, as the warts had not disappeared, the process of 
in thisg @Utery and powder was repeated, as it was also on the occasion of 
scribed tis next visit, a week after this. He powdered the wart sites three 
British times daily at his unit during this period. The two areas in ques- 
recall tion were only about 2 to 3 mm. square. At his next attendance, a 

week later, the warts had gone but the small sites were still unhealed. 
More powder was given, as was done under similar circumstances 
at the end of the fou.th week. After applying sulphanilamide 
powder thus for one month to this almost insignificant lesion, his 
penis swelled up, and he developed a rash on that organ, extensor 
surface of arms, and face. This was not seen personally, as he was 
the} treated at his unit. The rash subsided in a few days with calamine 
lotion to face and arms and vaseline to the penis. The wart site 
healed, and he went on leave to arrange for his forthcoming marriage. 
Two weeks later the wart, however, recurred and he_ attended 
thf hospital again on May 8. He saw a different medical officer, and 
volunteered no information concerning his skin trouble. The wart 
was treated as before with cautery and sulphanilamide powder, and 
he was detained in hospital to settle finally with it. On May 10 
there was some oedema of the prepuce with commencing eczematiza- 
tion, The condition was recognized and saline washes were given. 
On May 11 he also had dermatitis on face, both forearms, and 
hands, with an erythematous eruption on chest and legs. This settled 
well by May 18, and his contumacious wart was once more treated 
—this time by liq. epispasticus and starch and boric powder—and 
he was discharged from hospital on May 25. He was seen again on 
J June 2, and on June 9 was detained for a patch test. This test 
was done on lint moistened in axillary sweat, pieces of which, 
powdered with sulphapyridine, sulphathiazole, sulphadiazine, sulpha- 
methazine, sulphanyl-mandelate, and sulphanilamide respectively, 
Were strapped to the unbroken skin on the back for 24 hours. 
No action occurred from’ any of these. 


I was tempted to carry out scratch tests and to give him. tablets 
by mouth to see the reaction, but as at long last he was in a fit 
State to be married after some trying weeks of frustration, he was 
discharged. 


CONCLUSIONS 


Obviously sulphanilamide powder should not be applied to 
even insignificant lesions for such a lengthy period as above. 
The fact that a lesion is not healed under sulphanilamide 
Powder within a week should be evidence that it does not suit 
and that a local or a generalized dermatitis is likely. 


R. R. Wittcox, M.B., 
A/Major, R.A.M.C. ; Specialist in Venereology. 


Reviews 


CHAOS IN THE MEDICAL SERVICES 


The Future of Medicine. By D. Stark Murray, B.Sc., M.B., Ch.B. (Pp. 
126. 9d.) West Drayton: Penguin Books Ltd. 


This addition to the “Penguin Specials” can be cordially 
recommended. It is packed with interesting information clearly 
presented. Some of the chapters—e.g., 6 and 7, “Could Medi- 
cine Do More?” and “ The Chaos which is Medicine To-day ”"— 
I found particularly stimulating. The patchwork nature of 
the medical services of this country has long been a byword 
among those who have studied it, and Dr. Stark Murray 
manages to deal not only concisely but vividly with a subject 
which might have been thought threadbare. The ingenious 
diagram on page 76, showing “ how a family gets its medical 
service to-day,” may be regarded by the reader as either a 
comedy (of errors!) or a tragedy—depending on one’s mood. 
But though I approve Dr. Murray’s diagnosis, I cannot agree 
with his suggested treatment. While we are all in favour of 
making it as easy as possible for everybody to get the medical 
services he requires, it is evident that there is room for honest 
difference of opinion as to how this is to be done. Dr. Murray 
is an out-and-out supporter of a whole-time salaried service. 
For this there is a good case if one is content to adopt the 
somewhat inhuman attitude of the convinced Socialist, who 
seems to ignore the individual in his concern for the “com- 
munity.” This is well illustrated by the author’s approval of 
a scornful reference to the “ wastefulness’* of the visits of 
several doctors to patients in the same street. This may be 
called “ wasteful” if we ignore the legitimate desires of the 
average man and woman, but some of us have not yet attained 
this attitude of superiority to human weakness. I would advise 
Dr. Murray to try on some’ of his Socialist friends, ordinary 


-common people, say in Lancashire or Yorkshire, his dislike 


of this form of “ wastefulness”; or perhaps he might vary 
it by suggesting that it is “ wasteful” for a woman to prefer 
to spread her purchases over various shops, according to her 
fancies, instead of buying everything at one store. I must 


confess to a strong dislike for the prospect of a world in which | 
everything, including human nature, is to be planned and © 


managed and levelled out. 

There are a few points of detail to which attention may be 
called. The only factual error I have detected is on page 63, 
where the author says “there is no longer any restriction of 
any kind on the sale of patent and proprietary remedies.” 
This overlooks the Pharmacy and Medicines Act of 1941, which 
puts many restrictions on their sale, and insists, for example, 
on the publication of their formulae. It was rather surprising 
to find on page 42 that Dr. Murray says that the patient in a 
public hospital is “ more likely to be treated as a human being 
than in a voluntary hospital.” I should very much doubt this. 
In his chapter on “ The Specialist,” which I can heartily com- 
mend, Dr. Murray says that it is difficult to define a 
“ consultant.” Surely a real “ consultant ” is one whose opinion 
is valued by his peers. On page 78 the author says that the 
“panel patient’s wife in a very large proportion of cases calls 
in her own private doctor, a quite different person.” This does 
not agree with what I have been told by many general 
practitioners. 

I hope this little book will have a wide circulation ; that 
its diagnosis of the chaotic position of the medical services of 
this country will be pondered by many who have not thought 
about it; but that its prescription for the cure of the disease 
may be very carefully measured by a reference to what the 
reader would desire for himself. Men and women have little 
use for the “ community” when they are sick, and the main 
use of medical services for most of us must continue for a 
long time to be when we are sick. Whatever changes we make 
—and Dr. Murray convincingly shows that many are overdue— 
we must not mechanize and dehumanize the relations between 


patient and doctor. 
ALFRED Cox. 
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ANATOMY OF THE FEMALE PELVIS 


The Anatomy of the Female Pelvis : Including a Description of the Placenta 
and its Formation and the Foetal Circulation. By C. F. V. Smout, M 
Ch.B. With sections, in Part I, on the Histology of the Female Repro- 
ductive Tract and a chapter on Ovarian Endocrine Function by F. Jacoby, 
M.D. Foreword by Sir Beckwith Whitehouse, F.R.C.S., F.R.C.O.G. (Pp. 
190. 35s.) London: Edward Arnold and Co. 
Dr. Smout has compiled a neat but comprehensive monograph 
on the anatomy of the female pelvis. By his handling of the 
subject and by the inclusion of sections written by Dr. F. Jacoby 
on the histology of the female reproductive tract and ovarian 
endocrine function he has done more than write an anatomical 
study: he has written a volume of great interest to the clinician 
as well as to the preclinical student. The expressed wish 
that portions of the book may be useful in the training of 
midwives is a reasonable one, and it is to be hoped that those 
responsible for their teaching will not overlook its merits. If 
one admits that histology should be taught with anatomy (and 
we do), then the book is arranged on orthodox lines. The 
study is developed from an osteological basis, with chapters 
dealing with the bones, the joints, the walls, the fascia, and 
the contents of the female pelvis. The last few pages are 
devoted to the foetal circulation and placenta formation. 
The work has been most carefully prepared and is beauti- 
fully illustrated, but none the less there is something not 
quite satisfying about it so far as its clinical applications are con- 
cerned. The anatomy of the pelvis is of the greatest interest and 
significance to the obstetrical and gynaecological operator, 
and if a monograph on the subject is to be of much practical 
use to him it must be accurate and it should give some reference 
to the more serious variations of the normal with which he 
will have to deal. It might also be argued with reason that 
the anatomy of the more important surgical approaches could 
be discussed. For example, the ureter is for the gynaecologist 
one of the most important structures in the pelvis, and he 
must be acquainted with its whereabouts when he operates both 
per abdomen and per vaginam. Yet the ureter is discussed 
in a few lines: nothing is said of its anatomical variations, of 
its displacement by tumours or prolapse, and little space is 
devoted to the detailed anatomy of its relation to the vaginal 
vault, cervix, and uterine vessels. Knowledge of these points 
is essential to the safe performance of a radical hysterectomy, 
but the operator would find little in this monograph to help him 
in this respect. The uterine artery is described as arising 
from the internal iliac, and an excellent illustration is given of 
this; but no reference is made to its origin from the un- 
obliterated part of the obliterated hypogastric vessel, though 
it would be fair to say that this is more often its origin than 
the one described. Proof of this fact, which is known to any 
experienced operator in the pelvis, can be found in the excellent 
records given by Bonney of his numerous pelvic dissections in 
his series of Wertheim operations. These are the points on 
which the value of a monograph such as this must ultimately 
be judged if it is to be accepted as a guide to sound practice. 


SURGERY FOR THE SERVICE M.O. 


A Pocket Surgery. By Philip H. Mitchiner, C.B.E., M.S., F.R.C.S., and 
A. Hedley Whyte, M.B., M.S., F.R.C.S. (Pp. 272. 10s. 6d.) London: 
J. and A. Churchill. 3. 
The authors’ declared object is the production of a concise 
account of the diagnosis and treatment of injuries and surgical 
diseases with which medical officers in the Services are 
constantly in contact. The results of treatment are not dis- 
cussed. Beginning with a section on the principles of war 
surgery, they then deal by systems with injuries and diseases 
of various organs, and in this respect acknowledge that the 
plan of the book follows the larger textbook on the Science 
and Practice of Surgery by Romanis and Mitchiner. The book 
is dedicated to H.R.H. the Princess Royal. A great deal is 
compressed into its small size, and it is inevitable, therefore, 
that detail suffers to a certain extent in consequence, and some 
statements are consequently not very helpful and may even be 
misleading—e.g., p. 104: ‘‘ Measurement of fluid pressure is 
of value in cases of spinal tumour (the basis of Queckenstedt’s 
test).” It is the shape of the wave produced by jugular com- 
pression that constitutes this test and not any primary measure- 
ment of cerebrospinal fluid pressure. Despite the well-known 
views of one of the authors, we are glad to note that they 


advise radical amputation for carcinoma of the breast, but we 
would question the advisability of treating duct papilloma with 
x rays or radium needles applied around the nipple (p. 179), 
We do not agree with the advice given for finger amputations 
(p. 100)—‘ metacarpal ” in this paragraph is obviously a mis- 
print for “ phalangeal.” Whether Service medical officers ar 
likely to be in constant contact with Hirschsprung’s disease 
(p. 205) and haematocolpos (p. 252), to take only a couple of 
the many conditions in the wide field over which the authors 
skim, is perhaps questionable, but the book should prove a 
useful little manual for a general revision course, even more, 
perhaps, to the elderly Regular officer than the more recently 
qualified younger man. There are no illustrations except a 
flyleaf plate showing amputation sites and abdominal incisions, 
but the printing is good and the type easily read, and an index 
adds to the value of a manual which will fit comfortably into 
the tunic pocket. 


Notes on Books 


Dr. WiLFrip SHELDON has undertaken an extensive revision of his 
popular textbook Diseases of Infancy and Childhood for a new edition, 
and it remains one of the soundest and most comprehensive volumes 
for its size on this increasingly important subject. Some more 
extensive sections on the psychological problems of childhood would 
improve its usefulness, for there is little indication for the manage- 
ment of the various behaviour problems that are likely to be brought 
to a practitioner for help. Many of the recent advances in medical 
science have a direct usefulness in paediatrics, and Dr. Sheldon shows 
by his footnotes that he keeps well in touch with modern develop- 
ments. No doubt he will in a future edition modify his statements 


.on the pathology of catarrhal jaundice, for which he still favours 


the theory of ascending cholangitis. The volume is well illustrated 
and attractively set out. Its popularity is shown by the appearance 
of a fourth edition within nine years of the first, and this revised 
version will undoubtedly gain many fresh readers. The publishers 
are J. and A. Churchill and the price is 28s. 


The valuable pamphlet entitled Diabetes in Wartime, prepared for 
patients attending the Diabetic Clinic at University College Hos- 
pital, London, has now been republished in a second edition by 
H. K. Lewis and Co., at Is. The instructions and the diets and 
their alternations are as clear as before, and the dietaries are fitted 
to wartime conditions. 


William Heinemann (Medical Books) Ltd. will be issuing in 
December at 30s. The Inner Ear, by J. Fischer and L. E. Wolfson 
(Grune and Stratton, New York), which was reviewed in our issue 
of Oct. 2. 


Preparations and Appliances 


A SULPHONAMIDE POWDER SPRAY 
Air Commodore STANFORD CADE, F.R.C.S., writes: 


The local application of sulphonamides to wounds created a 
demand for an instrument more accurate than the pepper-pot: 
the usual insufflators were found to be unsuitable as the powder 
either clogged or was delivered in largish quantities. In Oct, 
1941, the insufflator here illustrated was made for me by Mtr. 
Donald Rose. Its special points are as follows: 

It is made entirely of metal; there are no rubber washers; 
the metal base is heavy, so that the instrument does not fall 
over ; the nozzle is detachable. 
The powder passes up inside 
the container along a hollow 
narrow metal tube into a flat 
box fitted into the upper com- 
partment, which is the lid of 
the insufflator. The floor of 
this box is provided with a hole 
bigger in diameter than the 
tube along which the powder ’ 
is ejected. Gentle pressure on the rubber bulb gives a very 
fine intermittent spray of powder so that thin frosting of the 
wound is obtained, the bulk of the powder returning to the 
container through the hole in the floor of the box. The length 
of the nozzle enables the depths of the wound to be reached. 
The metal part is easily sterilized by dry heat in an autoclave 

This insufflator has been supplied to all R.A.F. hospitals 
and station sick quarters, both at home and over-seas. It has 
proved very useful, and the past two years’ experience with tt 
encourages me to publish this note. It can be obtained from 
Donald Rose, 36, George Street, W.1. 
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Oct. 23, 1943 INDUSTRIAL LEAD POISONING 
but we lish the diagnosis in a particular individual. Similarly, 
na with : analyses of the lead content of the blood, urine, and faeces 
. IMBRITISH MEDICAL JOURN AL of exposed persons: must take into consideration many 
Mtations| other factors, including the variability of these figures in 
. normal or unexposed individuals. The “ normal ” average 
ers & LONDON : 
| pb nm concentrations are 0.03 mg. per 100 g. of blood, 0.027 mg. 
ele A SATURDAY OCTOBER 23 1943 per litre of urine, and 0.27 mg. per 24-hour faecal sample.? 
authors A series of investigations on workers exposed to lead has 
rove a revealed a definite trend towards a rise in these concentra- 
| more, INDUSTRIAL LEAD POISONING tions as the severity, of exposure increases. The urinary 
ecently Wes f th and blood findings are more constant than the faecal, and 
cept provide a better criterion, especially under conditions of 
cisions, against lead poisoning in this onmieny 2 8 Successful out- exposure to fume. A marked rise in the faecal lead is 
a —— cases of lead poisoning do still occur—there usually found only in industries associated with lead dust, 
ly into j was — fatal oy of lead encephalopathy in the ship- which finds its way chiefly into the faeces. Typical figures 
breaking industry in 1942—their incidence has shown a for a group of operatives engaged, with known severe 
steady fall during the last three decades. The number of exposure, in the manufacture of white lead are: blood, 
cases notified rai 1913, for example (not including those 0.086 per 100 g. ; urine, 0.336 mg. per litre ; faeces, 7.6 mg. 
of his| tat occurred in the painting of buildings), was 5 35 > IN per 24-hour sample. But, as in the case of air analyses, 
edition,| 1942 the number _— 66. Cases fr om painting of b uildings these figures should be used as an indication of the severity 
— eecame notifiable only in 1927: me that year the incidence and character of the exposure rather than as a diagnostic 
- Mortiwas 98 ; in 1942 it was 6. It was in 1927 that the contro- ae heel 
versy on the prohibition of the use of white lead f int ee ee eee — 
srought] ing the interior of buildings ended in the passing of the philia, the early hopes of its specificity as a sign of either 
= which for- lead intoxication or lead absorption have faded, especially 
evelop- Th “ old paint. as to a quantitative correlation between numbers of stippled 
ements} here can be no doubt that this prohibition has been one 21, amount of lead absorbed, and severity of exposure. 
favours of the most effective measures of control of the lead hazard, Stippled cells occur not only in blood dyscrasias from 
a _ the seen eanhagan, single factor in lead poisoning is causes other than lead but also in healthy persons without 
reviedd the inhalation of dust or fume queen lead. Classes of occupational exposure to lead. . Conversely, the frequency 
slishers} itdustry in which this hazard predominantly occurs are of stippled cells in the blood of a group of workmen with a 
ship breaking, where fumes are ite off from the lead- proved lead exposure and with significant quantities of lead 
red for Painted plates under the -blow-pipe flame, and dust and in the urine has been found* to be no greater than that of 
> Hos-|fume from the chipping and burning of lead paint ; and the a “normal” group. Nor is the size of the basophilic 
— cape al f red and white lead. A peak in the inCI- granules to be regarded as strictly related to the stimulus 
> fitted oo (486 due of lead itself, but to the large numbers of cells produced 
War. Anot er, IN by any stimulus. Positive results are diagnostic in the indi- 
ing 1934 (157 cases notified), was associated with an increase vidual in high numbers only—more than 9,000 stippled 
joltsqg he manufacture of electrical accumulators, where dust cells per million. Average group findings in excess of 1,000 
r issue and fume —— dur ing many stages of the process. But per million, in the absence of other known causes, suggest 
in this industry, as in other processes of high potential risk, aeueeenl ar absorption. 
nen as the pameny industry, — lting of ~~ tals, plumbing The clinical picture of lead poisoning still retains its 
and soldering, vitreous enamelling, shipbuilding, etc., the classical outline, but with the distinction between lead 
— number ‘of cases of lead poisoning has shown a steady poisoning and lead absorption more sharply drawn. The 
— oe , most serious manifestation of acute lead poisoning is, of 
course, lead encephalopathy, which differs in no way in 
ated ®ition by the Lead Paint diagnosis of which needs all the help of laboratory 
r-pot;Jof lead paint in the form of spray in interior painting : ‘methods and occupational history. A less acute form, 
—_ tte damping or wetting of floors and material, as required characterized by constipation antedating severe colic, some- 
“ vA by the Regulations for Smelting. of Materials containing times accompanied by diarrhoea, headache, and vertigo, 
may develop gradually from a condition of general weak- 
shers;{lation, etc. A second factor is the improved personal 26; and lassitude, loss of weight, and aching of the joints, 
* & hygiene of the worker » and exclusion of women 890 Gy may make an abrupt entrance after a short period of 
eilidren from specially exposure. The familiar “‘ dropped wrist” is usually 
there has been ome . oe of the disease, helped 4 fate manifestation of chronic poisoning ; other muscles, 
compulsory depending to some extent on the strain to which they are 
and by. of Those subjected, may be involved. “Blue line” on the gums, 
a — “4 most recent aids to diagnosis, however, involv- due to the local deposition of black sulphide of lead, is not 
ae scientific procedures of a high level of accuracy, stfess evidence of lead poisoning but only of severe exposure. 
the fact that either singly or in Sea Sey ate: anks It is never found in the absence of teeth or in a completely 
val only, and must be considered strictly in relation to the clean and healthy mouth. 
f the|linical signs and symptoms of lead poisoning. The In fact, neither symptoms, nor physical signs, nor labora- 
o tejMeasurement of lead expo — by analysis of the lead tory findings can singly give a clear line of differentiation 
ength ‘ontent of the atmosphere, for instance, can and does deter- between lead poisoning and lead absorption. “ The medical 
ne mine whether the threshold generally considered’ that of diagnosis represents an opinion; the facts consist of the 
pita “@0gerous exposure to lead—1.5 mg. of lead per 10 cu. m. objective findings and the corrobogative evidence supplied 
t hasfOf air—is being exceeded, but it’ cannot determine the by the laboratory.” 
ith it}amount of disability in a case of lead poisoning or estab- 
9 des amobdacb, od. . ’ 
— TBuxell, J., J. indust. Hyg., 1943, 28, 35. 3Sanders, L., ibid., p. 38. 
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THE PUBLIC HEALTH: CONTRADICTORY 


SIGNPOSTS 


The paradox of public health in wartime whereby the vital 
statistics are better than in the years of peace and yet a 
great increase in minor illness is reported is examined at 
some length in the Summary Report of the Ministry of 
Health.! The favourable records in the vital statistics are 
certainly remarkable. In 1942 the standardized death rate 
among civilians in England and Wales was the lowest ever 
recorded. It was the lowest alike for males and for females, 
though large numbers of healthy young people, especially 
males, had been withdrawn from the civilian population. 
Maternal and infant death rates were also at their lowest, 


infant mortality for the first time falling below 50 per ' 


1,000 births. New low records were established in the 
mortality from pneumonia, diphtheria, scarlet fever, rheu- 
matic fever, chronic endocarditis and valvular disease, gall- 
bladder diseases, post-syphilitic disease, and gastric ulcer 
and other diseases of the stomach. Alcoholism and cir- 
rhosis of the liver took a lessened toll. The deaths from 
influenza were less than half the number recorded in 1941. 
The total incidence of infectious diseases was probably 
lower than ever before, though changes in notification make 
comparisons difficult. The figures for diphtheria were the 
lowest for nineteen years ; those for enteric fever the lowest 
ever recorded. 

That is one side of the shield. On the other side are 
the rising claims to sickness benefit under National Health 
Insurance in all four quarters of the year, the crowded 
surgeries and out-patient departments, the figures for 
absenteeism due to sickness, the general complaint of 
fatigue and of feeling “run down.” All this was only to 
be expected in view of war anxieties, long hours of work, 
often unaccustomed work in an alien environment, dis- 
location of home life, shopping and travel and housing 
difficulties, superadded duties especially at night, lack of 
holidays, uninteresting food, and that arch-depressant the 
black-out. But why should these factors stop, apparently, 
at the production of short-term illness ? The greater resort 
to the doctor may be explained partly by increased health- 
consciousness. People may have taken to heart the teach- 
ing about “positive health” and have come to want 
“health with a polish on it.” They may be more aware 
of the approaches of illness. The need for medical certi- 
ficates to excuse absence from work, to obtain dietary 
specialities, to secure exemption from extra duties, leads 
people more frequently to the doctor’s door. Moreover, 
if doctors’ surgeries are more crowded it must’ be remem- 
bered that there are fewer of them. Again, proprietary 
“tonics” and drugs are not so easy to obtain, so that 
there is probably less self-medication or chemist-treatment 
than there used to be. And the influence of better nourish- 
ment upon the mass of the population is a factor that 
cannot be ignored. 

But when all these things are allowed for there remains 
a large residuum of short-term illness. The strains of war 
are cumulative, and the effects on health may be long-term. 
Even in the present statistics there are danger spots. The 
increase in new syphilitic infections since the beginning of 
the war is reckoned at 120%, and new infections of gonor- 
rhoea may be estimated at six or seven times as many as 
those of syphilis. The mortality from tuberculosis was 
lower in 1942 than in the previous year, but there was 
a rise of about 3% in the number of new cases reported. 
The total number of deaths from cancer rose slightly, 
though no more than can be explained by the increasing 
proportion of the poptilation to reach the ages liable to 
the disease ; but the mortality from cancer shows no signs 


1 Cmd. 6468. London: H.M. Stationery Office. (Is. net.). 


of yielding to the intensive work in recent years in thi 
field. Epidemic (catarrhal) jaundice, which is occurring 
widely throughout Europe and the Mediterranean ares 
shows a disturbing rise in incidence in this country. 4 
special investigation is being undertaken by the Medical 
Research Council, but there are difficulties to be sur 
mounted, one being the apparent immunity of the usual 
laboratory animals to the disease, so that immediate results 
are not to be expected. 

The most encouraging note in the Summary Report is 
not the statistics, which may lead to false inferences, but 
,the reference to the Emergency Medical Service. It may 
not be realized, so quickly have events happened, that the 
E.M.S. and the Emergency Public Health Laboratory Ser. 
vice have been the means of bringing a specialist medical 
service to the whole country. For the first time in ou 
history a specialist medical and nursing staff and their 
essential equipment, as well as laboratory facilities, are 
available to the patient in his -local hospital or special 
centre. They are no longer the privilege of only a rela. 
tively few patients in the teaching hospitals in the great 
cities. Standards of care and treatment and diagnosis 
hitherto known in only a few hospitals have become widely 
disseminated. This is specially noteworthy in the field of 
surgery. There are now in England and Wales 21 ortho- 
paedic centres providing facilities for the treatment and 
rehabilitation’ of the most complicated cases. They are 
supplemented by some 300 or 400 fracture departments or 
clinics of different types. There are eleven special centres 
for chest injuries, ten for head injuries, four for injuries 
of the spine, twelve for plastic surgery and jaw injuries, 
twenty for skin diseases, eleven for neurosis, and many 
others. Mobile teams for head, chest, and plastic surgery 
and jaw injuries are based on the majority of the special 
centres for the treatment of those conditions. Along with 
all this have gone a vast extension of pathological labora 
tories and a blood transfusion service which supplies every 
hospital in the emergency system with a reserve of blood 
plasma and serum and maintains a large number of blood 
banks. Another point emphasized in the report—a read 
able document of 50 pages—is the advantage derived by 
hospital staffs generally from this continual contact with 
specialists. 


RHEUMATIC FEVER 


There are few diseases which recall so vividly Martial’ 
line-—Non est vivere, sed valere vita—as rheumatic fever 
and its associated groups of clinical evils, the epidemiology 
of which is the subject of Prof. John R. Paul’s monograph, 
a second edition of which has recently been published. The 
actual mortality rate is, of course, very far from negligible, 
but when one considers the price to be paid in terms of 
suffering and exclusion from the normal pleasures of active 
life by those whose hearts have been damaged in youth, 


an exchange of this enemy against another producing 3 
higher death rate but less long-term invalidity might seem 
a good bargain for mankind. Prof. Paul and his coadjutors 
have an interesting story to tell. As so often happens it 
medical history, one begins with the observations of symp 
toms and physical signs in different groups of patients, then 
shrewd physicians perceive affinities between apparently 
different groups, and finally a certain biological unification 
is effected by discovering a common bacteriological factor 
—here haemolytic streptococci. At this point the question of 
innate disposition and environmental or procatarctic causé 
acquires—and their respective shares in the aetiology o 


1The Epidemiology of Rheumatic Fever and Some of its Public Health 
Aspects. By John R. Paul, M.D. Second edition. Printed for the America 
Heart Association by the Metropolitan Life Insurance Company, New York 
1943. 
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the disease acquire—a new significance, and we have an 
increase of collective or individual studies of the prevalence 
and social-economic, climatic, and racial factors which may 
affect the prevalence or fatality. 

This monograph recapitulates the a history of the 
subject clearly. More space is naturally given to American 
work than to that done elsewhere—quite rightly, because 
more has been done in the field, and the field is more 
extensive than elsewhere ; but European studies are by no 
means neglected, and in a concluding section on the public 
health aspect of the disease the London County Council’s 
rheumatism scheme receives well-merited praise. Rheu- 
matism emerges as one of the killing and disabling diseases 
that fall, relatively as well as absolutely, most severely upon 
the economically and socially least prosperous classes of a 
community. Which of the correlates of “ poverty ’—over- 
crowding, bad housing, a low standard of nutrition, and, as 
extreme selectionists might urge, inferior genetic stock—is 
the most important direct influence might be debated, but 
most would give first place to that first mentioned so far 
as concerns incidence, reserving judgment as to the relative 
importance of the second and third in determining the out- 
come of the disease. That the elimination or ‘“ conquest ” 
of rheumatism is a distant goal most agree. But there is 
no doubt that early ascertainment of cases and the super- 
vision of youthful patients have done much and will do more 
to reduce the volume of human suffering and inefficiency. 
Perusal of this volume may depress some readers, by show- 
ing them that the problems to be solved are complex, but 
will also convince them that much can be done to improve 
the lot of rheumatic patients. 


FRENCH DOCTORS IN REVOLT 


Le Médecin Frangais is the title of an underground news- 
paper now being published in France by our French col- 
leagues who are taking an active part in the covert war 
against the occupying enemy. A recent issue tells how 
the mobilization order for work in Germany affects the 
medical profession. “Germany,” it is stated, “demands 
5,000 French doctors, and everything leads us to believe 
that they will soon be called up. The Bosches are aiming 
at the physical destruction of our people. To take away 
our doctors is one of the best ways of achieving this.” 
Le Médecin Francais describes ways of defeating the mobi- 
lization order—for example, by failing to pass as fit the 
Frenchmen medically examined before deportation, by 
helping those who try to escape deportation, and by stimu- 
lating the population to protest against the enforced depar- 
ture of medical men for Germany. That this can be no 
easy matter may be understood when one learns of the 
advice to doctors issued by Dr. Grasset, “Minister of 
Health by the grace of Hitler.” This unfortunate man has 
to tell his French colleagues that in the examination of 
conscripts for Germany “the principle is that there must 
not be any ‘unfit,’ or rather that, real invalids apart, the 
‘unfit ’ must be the exception ; in the present circumstances 
every individual, even in a bad general state of health, can 
and must be used, even if only for a job such as clipping 
railway tickets... .” It appears that the Vichy Govern- 
ment had set up “medical councils,’ supervised by a 
“Conseil Supérieur,” whose members have recently resigned 
in a body. Commenting on this, Le Médecin Francais 
Observes : “ The Council was the instrument for applying 
German orders. ... Its failure is the same as that of 


any attempt to rebuild France as a country enslaved by 
a ruthless enemy, and governed by that enemy’s lackeys.” 
Another of the Vichy Government’s measures opposed by 
patriotic French doctors is the suppression of what corre- 
sponds to our First M.B., and the replacement of it by 


the A.M.P. (Année Médicale Préparatoire). This, the 
newspaper points out, is highly injurious to French medi- 
cine : “It is a measure that will be dear to the Nazis, and 
in keeping with their hatred of science and culture.” We 
salute the medical men of France who thus keep alive the 
spirit of their country through the medium of what must 
be a unique publication in the history of medical journalism. 


MASSIVE VITAMIN D THERAPY IN RICKETS 


Although single massive doses of vitamin D were used 
as early as 1928 for the prevention of rickets in experi- 
mental animals, it was not until ten years later that this 
method was used clinically for the prophylaxis of rickets. 
During the last five years it has been tried by numerous 
workers, particularly in Germany by Harnapp,! Brock- 
mann,” and Heisler,® and in America by Vollmer* and 
Zelson.2 They have shown conclusively that infants 
between the ages of 2 months and 14 years can be 
adequately protected against rickets throughout the winter 
months by administering 400,000 to 600,000 international 
units of vitamin D in a single dose. This method has 
recently been re-examined in America by Wolf® and by 
Rambar and his associates,’ who report that it is effective, 
safe, time-saving, cheap, and free from toxic effects. The 
vitamin D may be given either in daily doses of 1,000 i.u. 
up to two or three months, followed by a single dose of 
600,000 i.u., which is repeated four to six months later ; 
or the infant is given 50,000 iu. at one and two months 
respectively, and then a single dose of 600,000 i.u. at three 
months, this dose being repeated from four to six months 
later. According to the American authors these large 
doses were well tolerated and no toxic manifestations 
were observed, such as loss in weight, vomiting, or meta- 
static calcification. This is interesting in view of some of 
the older reports on the toxicity of large doses of vitamin D. 
Many of these are open to criticism because impure pre- 
parations, such as the old vigantol, were used. These were 
not properly standardized and contained toxisterols and 
lumisterol derived from the irradiation of ergosterol, as 
well as vitamin D,. Moreover, they were given in very 
large doses over periods of several months. Wolf and 
Rambar used a vitamin D preparation free from impurities 
obtained by irradiating vaporized ergosterol in a partial 
vacuum. The cases of metastatic calcification reported in 
the vitamin D literature must be evaluated in the light of 
our present knowledge of the part played by kidney disease 
in calcium metabolism. Laboratory studies by Rambar on 
the infants receiving massive doses of vitamin D revealed 
no significant changes in red and white cell counts, haemo- 
globin, and blood calcium and phosphorus. 

The administration of a single dose of vitamin D to an 
infant only two or three times a year for the prophylaxis 
of rickets has considerable possibilities as a public health 
measure. It may well become the method of choice in 
the future. It saves the time of the mother and the 
doctor; it is cheap; and it is very suitable in clinic 
practice when dealing with uncooperative, unintelligent, 
or careless parents. If the vitamin D were given at the 
clinic in one dose there would be no doubt about the 
infant’s receiving it. The method would also appear to have 
possibilities in the occupied countries of Europe, where the 
disease is rife owing to lack of animal fats. When we are 
able to give medical aid to the unfortunate children there, 
massive vitamin D therapy will have much to recommend it. 


1 Klin. Wschr., 1938, 17, 390; Dtsch. med. Wschr., 1938, 64, 1835. 
2 Z. Kinderheilk., 1938, ‘60, 359. 


83 Miinch. med. Wschr , 1940, 87, 260. 

4 Amer. J. Dis Child., 1939, 87, 343; Arch. Pediat., 1941, 58, 9. 
5 J. Pediat, 1940, 17, "73. 

6 Ibii., 1943, 22, "396. 

7 Ibid., 1943, 23, 31. 
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PAPER CONTROL AND THE WAR OF IDEAS 


Mr. Stanley Unwin has drawn attention in the Times to 
the paradox whereby the very books which ought to be 
readily available are increasingly difficult to obtain. Con- 
versely, the supply of indifferent books by newcomers to 
publishing steadily increases. No one may start a new 
periodical or open a new shop without a permit, but anyone 
can start a new book-publishing business. And a new- 
comer to publishing is free to use any paper he can 
persuade any printer to provide, whereas an established 
publisher (and this includes the medical and scientific pub- 
lisher) is compelled to declare his use of any such paper 
and to have its equivalent deducted from his meagre allow- 
ance. Hence old-established firms of repute have to 
announce that more and more of their essential books are 
“out of stock ” for lack of enough paper to reprint them. 
The short-sighted paper policy which Mr. Unwin condemns 
made little discrimination between medical and scientific 
journals actively promoting the war effort, and worthless 
or mischievous periodicals. On a wide and statesmanlike 
view it was false economy in March, 1942, that compelled 
medical journals of the highest standing, already shrunk 
almost beyond recognition, to choose between cutting down 
circulation or still further cutting down pages. In our 
case there was no alternative because membership of the 
B.M.A. gives a right to a weekly copy of the B.MJ., and 
the number of members has risen by 6,000 since the out- 
break of war to a total to-day of well over 44,000. Our 
present ration of paper is wholly inadequate for the needs 
of the profession, and much valuable information is there- 
fore delayed at a time when quick diffusion of new ideas 
and new methods may be of the first importance. The 
medical curri¢ulum has been compressed so that students 
may qualify earlier and take their part in war work for 
the Forces and civil population. These new entrants, no 
less than their seniors, require postgraduate education 
through the professional journals. They cannot be pro- 
perly served with the amount of printing paper now allowed 
to the medical press. There is colossal waste of paper for 
trivial purposes, and responsible editors and publishers of 
medical works should not have to plead and plead their 
case before the Ministry of Supply. In September, 1939, 
the B.M.J. voluntarily reduced its size as a matter of fore- 
sight and public duty. When paper control was enforced 
we began to suffer progressively severe cuts. We have done 
all that is possible to economize space and to restrict sales ; 
so, no doubt, have contemporaries who print far fewer 
copies. Our main grievance—and in this we stand perforce 
alone—is against the unyielding attitude of the Paper Con- 
troller towards a valid plea for a percentage increase in 
the ration to meet the demands of an ever-growing clientele, 
nearly all of whom are engaged in vital war work and must 
have their knowledge replenished and kept up to date. It 
is well known that the lay newspapers have lately been 
allowed a rather better ration of paper. Whatever the 
reason for this, the medical press should have no worse 
treatment: our argument is irrefutable. 


DILANTIN FOR NON-EPILEPTIC PSYCHOSES 


Despite the great advances in the treatment of psychoses 
by insulin, convulsions, and leucotomy, the need for a 
fully satisfactory sedative in states-of chronic psychotic 
excitement is still pressing. Severe excitement and violence, 
particularly in katatonic schizophrenia, remain probably 
the most difficult problem of mental nursing ; so much so 
that the rather heroic measure of leucotomy is being used 
more and more to relieve these symptoms in cases in which 


recovery is not to be expected. Kalinowsky and Putnam! 
have lately shown that diphenyl hydantoinate (dilantin; 
epanutin) can diminish excitement and _ irritability in 
psychotic states, almost irrespective of the type of 
psychosis. They claim no more than a symptomatic 
improvement, which tends to wane on withdrawal of the 
drug. Nevertheless, when the fact is faced that none of 
the usual sedatives is altogether satisfactory owing to 
cumulative toxic or hypnotic properties, this encouraging 
report of dilantin is welcome. Dilantin, it is true, has toxic 


effects, but with care can be used harmlessly for long} j 


periods in epilepsy ; its hypnotic action is conspicuously 
weak. 

Of wider interest is the possible bearing of this work on 
our knowledge of the origin of psychotic irritability and 
excitement. Epilepsy is recognized as a “ paroxysmal 
cerebral dysrhythmia,”? and abnormal electro-encephalo- 
graphic (E.E.G.) records are common in_ epileptics, 
Abnormal E.E.G.s are seen occasionally in katatonic 
schizophrenia,* and, although the resemblance appears 
to be merely superficial, it has been pointed out‘ that 
the abnormal pattern found in schizophrenia resembles 
that predominantly associated with epileptics subject to 
“ psychomotor equivalent” attacks. In 1938 Merritt and 
Putnam’ observed that sodium diphenyl hydantoinate was 
particularly beneficial in psychomotor equivalents, so that 
its effect on schizophrenic excitement is logical and adds 
support to the view that cerebral dysrhythmia may underly 
some schizophrenic reactions. 


GIFT TO THE ROYAL COLLEGE OF SURGEONS 


-As was announced in the Times last week, Mr. W. H. 


Collins of Wexham Park, Buckinghamshire, has made a 
gift of £100,000 to the Royal College of Surgeons of 
England for the endowment of the Department of Path- 
ology and the institution of a Chair of Human and Com- 


parative Pathology. And Mr. Collins has added to his]. 


munificence by making provision in his will for a bequest 
of a further £100,000 for the endowment of the Depart- 
ment of Anatomy and the institution of a Chair of Human 
and Comparative Anatomy. Among Mr. Collins’s benefac- 
tions to medicine was the building and equipping of the 
X-ray Diagnosis Department at the Middlesex Hospital. 
In a letter which Sir Alfred Webb-Johnson read before the 
Council of the College, Mr. Collins said that he had been 
much impressed by the value of the Departments of 
Anatomy and Pathology, which had made the College 
famous the world over. He had seen what grievous injury 
the departments had suffered as a result of enemy action, 
and appreciated what a big task it would be to restore 
them: “ To embark upon this task it is essential that the 
Departments should have an assured income from endow- 
ments. . . . I trust that my gifts will enable the Council 
to proceed with confidence with their responsible task and 
to engage the services of men of outstanding ability to assist 
them in their labours.” It will be remembered that the 
buildings of the Royal College of Surgeons in Lincoln’s 
Inn Fields were badly damaged in air raids in 1941, when 
most of the Hunterian Collection of the Museum of the 
College was lost. 


We much regret to announce the death in Melbourne 
of Dr. R. H. Fetherston, Director-General of Medical 
Services of Australia in the war of 1914-18, and a Vice- 
President of the B.M.A. 


1 Arch. Neurol. Psychiat., Chi.ago, 1943, 49, 414. 

2 Gibbs, F. A., Gibbs, E. L., and Lennox, W. G., Brain, 1937, 60, 377. 

3 Walter, W. G., J. ment. Sci., 1942, 88, 110. 
.. Gibbs, F. A., Gibbs, E. L., and Lennox, W. G., Amer. J. Psychiat., 1938, 


& J. Amer. med. Ass., 1938, 111, 1068. 
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THE EFFECT OF SUPPLEMENTS OF 
VITAMINS AND MINERALS ON 
THE HEALTH OF GIRLS* 


BY 
HILDA FOWKE, D.Sc. 


In the autumn of 1940 the opportunity arose to study the effect 
on the health of girls between the ages of 8 and 12 years 
of adding a bar of fortified chocolate to the diets provided 
in five North Country orphanages. At the time the experiment 
was started few tests had been carried out in which chocolate 
had been used as a vehicle for vitamin and mineral supple- 
ments. Quite apart, therefore, from the direct dietary implica- 
tions of the study, there was the interest of investigating the 
practicability of this use of fortified chocolate. The success 
of the test with chocolate encouraged its more recent use in 
a wider field. This experiment was undertaken under the 
direction of the Ministry of Food and the Ministry of Health. 
The specification of the “ fortified’ chocolate was devised by 
the Scientific Advisers Division of the Ministry of Food. 


The Experiment 


In all, 214 girls took part in the experiment. In each of 
the five institutions the children were divided at random into 
two approximately equal groups. One group, amounting to 
110, received the fortified chocolate, and the remaining 104 
girls were given a similar chocolate to which no nutrients had 
been added. The daily supplement of 1 oz. of fortified choco- 
late contained 2,000 i.u. of vitamin A, 250 i.u. of vitamin B,, 


100 iu. of vitamin D, 35 mg. of vitamin C, 250 mg. of calcium, 


and 10 mg. of iron. The experiment continued from Feb., 
1941, to April, 1942. 

The composition of the diet provided by the orphanages was 
determined on two occasions—in Feb., 1941, immediately before 
the experiment began, and in Sept., 1941, seven months later. 
The assessment was made by weighing all the uncooked food 
provided for the children during three consecutive days. 
Nutrients were calculated from unpublished tables compiled 
by the Medical Research Council. No allowance was made 
The latter was probably 
small, as the orphans were accustomed to clear up everything 
put on their plates. The nutritional value of the diets is given 
in the table below. 


Daily Nutrients provided for Girls of 8 to 12 Years in the Uncooked 
Food at Five Orphanages 


| 
Home} Calories pin Calcium} Iron | Vit. A | Vit. B, | Vit. C 
g. mg. Lu. iu. mg. 
M 2,590 5 0-74 14 3,510 | 480 52 
a 2,480 21 0:57 12 | 2,410 | 410 48 
Feb., 1941 N 2,250 28 0-83 12 3,030 310 22 
H 1,850 16 0-59 1,780 380 a1 
K 1,830 19 0-52 10 1,520 330 39 
M 2,870 34 1-18 14 3,420 590 87 
A 2,340 28 0-89 14 3,780 450 76 
Sept., 1941 N 2,490 31 0-90 20 6,540 700 85 
H 2,120 22 0-80 12 900 | 470 53 
K »330 20 0-61 11 1,460 | 410 63 
Probable 

requirements 2,300 30 1-00 12 | 4,000 400 70 


It will be seen that conditions in the different institutions 
varied. On the first survey the diets at H and K were deficient 
in all the nutrients studied, as well as in calories. The children 
in home M, as might be expected from the figures, seemed in 
general appearance best fed and happiest. The improvement 
in all the diets between February and September was due 
partly to a general amelioration in the national food supply, 
exemplified by an increase in rations of cheese from | oz. to 
3 oz. a week, in jam from 8 oz. to 1 Ib. a month, and an 
improved supply of milk, and partly to a greater self- 
consciousness, especially on the part of the worse-managed 
institutions, arising from the experiment itself. 


* Permission has been given by the Ministry of Food for this 
work to be published. 
in another journal. 


It is hoped to publish the report in full 


In order to measure whether the nutritional supplements 
contained in the chocolate had any effect on the health of the 
children the following: tests were made. At the beginning of 
the experiment, after six months, and at the end after a year, 
heights and weights were recorded and a complete medical 
examination carried out. Additional measurements and tests 
were: sitting height, chest circumference, the time the breath 
could be held, the lifting power measured by a spring 
dynamometer, and the length of time each child could hang 
from a horizontal bar. 

It can briefly be said that by the use of these tests we could 
detect no statistically significant differences due to the con- 
sumption of additional vitamins A, B,, and C, calcium, and 
iron in chocolate over the period of a year. It appears, 
therefore, either that the basic diet of the children, which at 
the beginning of the experiment seemed to be defective, became 
of itself sufficiently ample in the nutrients studied, or that the 
clinical tests were not sensitive enough to detect minor signs 
of malnutrition. 

Comment 


The experience gained during the course of this work suggests 
that chocolate is a particularly good medium tor the incorpora- 
tion of vitamin and mineral factors. Among its qualities are: 
that it is of itself a food and not a medicine, that its taste is 
popular and strong enough to conceal that of substances added 
to it, and, most important of all, that the cocoa butter in ii 
is an excellent anti-oxidant which prevents the destruction of 
sensitive vitamins during storage. In the course of this experi- 
ment samples of the fortified chocolate were kept at room 
temperature for several months, and the stability of vitamins A, 
B,, and C measured in the laboratories of the Medical Research 
Council at Cambridge. The results are given below. 


Effect of Storage at Room Temperature on Vitamins A, B,, and C 
incorporated in Chocolate also containing Added Calcium 


and Iron 
| Vitamin A | Vitamin B, Vitamin C 
(i.u. per oz.) | (iu. per oz.) | (mg. per oz.) 
| 1,490 | 280 22 
April, 1942 | 1,600 | 249 22 


This investigation was only made possible by the generosity of 
Mrs. Merlin Minshall, who sponsored the work as a memorial to 
her father, the late Dr. Llewellyn. 


& 


MEDICAL RELIEF IN THEATRES OF WAR 


We have received from the Office of Foreign Relief and 
Rehabilitation Operations at Washington a report on activities 
of medical personnel attached to its North African Mission 
and on its plans for health and medical measures in future 
relief theatres. 


Public health experts on the staff of O.F.R.R.O. are making 
detailed arrangements to follow up and supplement measures of 
the Army Medical Corps to forestall the possibility of major epi- 
demics developing in the wake of war. WHealth and medical care 
preparations were undertaken on the basis of statistics which 
showed that malnourishment and a breakdown in sanitary ser- 
vices and standards which invariably accompany warfare resulted 
in the first world war in deaths and impaired health among civilians 
considerably in excess of deaths and mutilations due to battle. The 
world-wide scope of the present war, with great dislocations of 
populations, holds even greater possibilities of danger. Recognizing 
that measures of control must be initiated and followed up during 
every stage of military operations, O.F.R.R.O. is going ahead with 
sanitary programmes to accompany Allied arms in all relief theatres. 


Experience in North Africa 


Experience in medical relief is being acquired in North Africa, 
where U.S. public health officers have been at work for the past 
six months as members of a relief and rehabilitation mission. These 
officers have been attached by General Eisenhower to the military 
command and given supervisory responsibility for civilian health in 
the North African region, working in close co-operation with medi- 
cal officers of the Allied Armies. [n any measures affecting the 
civilian population they work through the French civil authorities, 
and make use of existing health and governmental services and 
French professional personnel in the execution of plans. Develop- 
ment of the North African campaign made health and medical 
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problems less complicated than had been anticipated. It had been 
feared that the severe bombardment of Axis forces in Tunis might 
create a serious health problem through damage to the water supply 
and sewage disposal systems of the city. Yet so precisely had 
Allied bombers concentrated on the harbour area that only minor 
damage of this type occurred in the city, and fears that typhoid and 
dysentery might become serious in Tunis and spread to other areas 
were promptly dissipated by rapid repairs effected by military 
engineers. Typhus, too, had been feared because it was known 
that only a year before there had been some 25,000 active cases in 
the region. Yet this year only a few scattered cases were reported 
in Tunisia. It was assumed there would be damage to hospital 
facilities, but in Tunis the hospitals were found intact with 1,000 
empty beds. Although some of the other Tunisian cities, such as 
Bizerta and Susa, had had rougher treatment, the public health 
officers reported in general after the campaign that health con- 
ditions throughout the area were normal in virtually every respect. 
Captured atebrin was on hand for the malaria cases and “ sulpha ” 
drugs were obtained from military stores to make good the two 
most serious deficiencies in medical supplies. In Tunisia public 
health officers sent by O.F.R.R.O. worked closely with relief officials 
who were distributing food. Elsewhere in North Africa medical 
personnel have had a variety of duties. A principal task since the 
mission arrived early in the year has been technical assistance to 
French authorities in estimating and adjusting to available supply 
requests to Lend-Lease for drugs, medicines, and other medical 
supplies. Another task was to give aid to the French authorities in 
efforts to restore normal health services in rural areas and cities 
of the region. Notably, Oran was helped in this manner by the 
establishment of a modern health department for the city. At other 
points, delousing stations were established near cities to prevent. 
the carrying of typhus-bearing lice into the coastal areas during 
the periodic migration of the Arab population to city markets. 
Operating through civilian authorities, continuous support has been 
given to military work for the control of venereal disease. 


Preparations for Relief Elsewhere 

“While much of the health programme for North Africa necessarily 
had to be improvised on the spot, preparations were being made 
in Washington for more systematic arrangements in future relief 
theatres. Several different types of ‘‘ packaged ” units of medical sup- 
plies are being assembled for immediate shipment to any areaof need. 
One is a basic emergency unit equipped with the minimal medical 
supplies for control of the more common diseases of world-wide 
occurrence. This unit is designed to care for the needs of a population 
group of 100,000 people for a period of one month. Multiples of this 
unit can be immediately shipped into any area of medical relief 
activities during initial stages of operations. Secondly, plans are 
being drawn up for a larger standard unit of supplies made up of 
the various drugs and surgical and sanitary equipment required by 
a population group of 1,000,000 people over a three-months period. 
This unit could be shipped into an area needing relief when the total 
health situation of the area had been surveyed and final requirements 
for medical relief established. Finally, there are special supplemental 
“‘ packages ” made up of supplies for combating diseases peculiar 
to certain regions or for diseases in epidemic form. Minimum 
“* precautionary reserves ” of hospital and laboratory equipment are 
being packed and kept ready in store for immediate shipment in 
accordance with needs developing after military action. 

The supply of professional and scientific personnel to carry out 
and supervise health plans in reoccupied countries presents a major 
problem. While the Nazis have systematically attempted to exter- 
minate professional classes in some countries, it is believed that 
enough trained personnel wil! be found in most of the reoccupied 
regions to carry out the bulk of the work under progressively 
diminishing supervision. Lists of local health officials, heads of hos- 
pitals, selected doctors, nurses, and sanitary engineers, dating from 
the period immediately before German occupation, are in existence 
for most of the European countries where action will be taken, and 
most of these people should be available. A limited number of 
health officer “ teams” are being brought together for service in 
areas which may be soon opened for relief activities. 


Hull and District Provident Society, formed to help members and 
their families to safeguard themselves against the risk of heavy and 
unforeseen expenditure arising from nursing home or hospital private 
ward treatment, and specialist medical or surgical service, was 
inaugurated on Oct. 6. Sir E. Farquhar Buzzard (chairman of 
the Medical Advisory Council of the Nuffield Provincial Hospitals 
Trust) said that his conviction as to the need for mutual insurance 
under a provident scheme had not been affected in the slightest by 
any statements made by the Minister of Health as to the compre- 
hensive health service which he envisaged. Sir Farquhar was cer- 
tain that no comprehensive health service could provide for the 
middle class anything like the kind of amenities and comforts that 
would be available under the provident society’s scheme, with choice 
of physicians and surgeons. 


MEDICAL DEFENCE UNION 


In his address from the chair at the annual meeting of the Medical 
Defence Union, the president, Dr. JAMES FENTON, said that the war 
had not reduced the number of cases to which the Union was called 
upon to give attention. Litigation, in fact, continued on an increas. 
ing scale. ‘* The missing swab, the burn by radiological or diathermy 
apparatus, the ether explosion, the missed fracture, the disputed 
account with allegations of negligence, seem to come before us 
with greater frequency than in the past.” 


G.M.C. and M.D.U. 


The only case to which he referred in detail was that in which 
the Union gave full assistance to its member Dr. Spackman in 
the prosecution of his case against the General Medical Council, 
taking it right through from the Divisional Court and the Court 
of Appeal to the House of Lords, with a very satisfactory result. 
“For the first time the General Medical Council is confronted 
with the possibility of making a new investigation by reason of the 
submission of new facts which would in some instances presum- 
ably have an extenuating influence, and in others make a complete 
rebuttal of a serious offence with which a member may be charged. 
The decision of the House of Lords is one which will be quoted 
through the years to come as a distinct benefit accruing not merely 
to Dr. Spackman but to the profession as a whole.” In this 
connexion he paid a tribute to Mr. Oswald Hempson, the Union 
solicitor, and Mr. Henry C. Dickens, its counsel. He added that 
he and other members of the Council of the M.D.U. who were 
closely acquainted with the work of the General Medical Council 
held the view, notwithstanding the Spackman episode, that the 
G.M.C. was well fitted to investigate professional matters. He him- 
self would prefer to be judged by that distinguished body of medical 
men, familiar with all the dangers and difficulties peculiar to medical 
practice, than by a civil court. The Union did not in any way object 
to the Council going to the House of Lords. There was merely a 
difference of opinion by the legal experts who advised the two 
bodies, and it was felt that it should be solved once for all. He 
was anxious to make it clear that the Union had always worked 
harmoniously with the Council, and, indeed, when the Union 
prosecuted unregistered practitioners the fines payable to the G.M.C. 
were generally returned to the Union as a contribution towards the 
expenses involved. 

In conclusion Dr. Fenton issued two warnings. One of these 
was that doctors returning to practice on demobilization, and who 
might while on service have terminated their membership of the 
Union, should consider it their first duty to themselves and their 
families to satisfy themselves that they were once more registered 
as members in full benefit. The other was that if the State should 
assume control of the profession doctors must not take it for 
granted that membership of the Union would be no longer neces- 
sary. If a practitioner was employed by the State his obligations 
at law remained as before, and the State would not take over the 
liability for his errors and omissions. 

It was reported that during 1942 the number of new members 
elected to the Union was 1,684, and that the membership now 
stood at 25,989. The guarantee fund amounted to just upon 
£33,000 and the total funds available were about £141,000. Dr. 
James Fenton was re-elected president and Mr. E. D. D Davis 
treasurer, and Dr. Roche Lynch was appointed chairman of the 
Council Committee. 


WORK AT PAPWORTH 


The 26th annual meeting of the Papworth Village Settlement 
recently took place, and the report of the committee of manage- 
ment, which is also the governing body of the Village Centres 
for Curative Treatment and Training that operates the Enham 
Village Centre, near Andover, is now published. 


The pioneer work of the Jate Sir Pendrill Varrier-Jones is being 
maintained in all its manifold aspects. Progress has been made 
in many directions; and the committee of management has taken 
some important steps to ensure that the loss of Sir Pendrill, at the 
early age of 57, shall in no way upset the workings of the great 
organization he built up. Of such steps, the most important is the 
election of Wing Commander R. R. Trail, M.D., F.R.C.P., to be 
honorary medical director of Papworth and Enham. Secondly, & 
medical consultative committee has been formed to advise the com- 
mittee of management upon all matters relating to the medical 
policy and developmeni of the work of both Enham and Papworth. 
The chairman is Wing Commander Trail, and the following are 
members: Sir Walter Langdon-Brown, Mr. G. E. Gask, Dr. F. R. G. 
Heaf, Mr. J. B. Hunter, Sir Arthur MacNalty, Prof. J. Paterson 
Ross. In addition, the committee has recognized the invaluable 
service which the senior officials of the settlements rendered to Sif 
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Pendrill Varrier-Jones by forming a board composed of all depart- 
ments of the organization—medical, nursing, domestic, industrial, 
appeals, and public relations. This board, with the hon. medical 


director as chairman, includes in its membership the chief medical ~ 


officer, the managing director of the industries, and the matron, and 
acts aS a valuable administrative liaison with the committee of 
management. The committee has thus ensured the unbroken 
sequence of Sir Pendrill’s administration and policy—a mixture 
of medicine, economics, and sociology; and the results during the 
last two years fully justify this policy. 

The formation of a memorial lecture scheme to commemorate the 
work of Varrier-Jones is also announced. Two lectures have been 
delivered, one by Wing Commander Trail on ‘“ Early Diagnosis,” 
and the second by Sir Arthur MacNalty on ‘“ The Comprehensive 
Attack on Pulmonary Tuberculosis.” A third is to be given by 
Dr. Geoffrey Marshall, whose subject will be announced later. 


Reports of Societies 


CLINICAL PHOTOGRAPHY 


At a meeting of the Association for Scientific Photography 
held on Sept. 18 at Middlesex Hospital Dr. H. MANDIWALL 
stressed the particular qualities required in clinical photography. 
In his opinion these were: (a) a simple straightforward record 
with perfect definition; (5) a self-explanatory picture, but 
nevertheless one which did not include unessential portions ; 
(c) a well-presented print, as much care being taken in the 
mounting and finishing as in a studio portrait ; (d) in the case 
of colour photographs the colour must be true to the original. 
This was of particular importance in skin diseases which were 
characterized by the colours of the part affected. It was 
suggested that a Clinical Group should be formed in the 
Association, which would discuss the special aspects of this 
work and compare technique. Another point was the collabora- 
tion between the photographers and manufacturers of apparatus. 
The requirements of clinical photography were in many cases 
distinct from those of studio or outdoor work, and it would 
be of great advantage to have certain apparatus specifically 
designed for the work. ; 

Mr. T. POMFRET KILNER stressed the importance of standardiza- 
tion in technique, particularly in his own sphere of plastic 
surgery. The photographs taken before and after treatment 
required to be strictly comparable as regards type of film, 
exposure, lighting, etc. He illustrated his remarks with views 
of a simple equipment employing a Leica camera and photo- 
flood lighting which enabled photographs to be taken at any 
angle and which could also be used for copying radiographs 
or documents. He recommended that ortho materials be used 
for the majority of work. 

Miss HILDA MARSDEN showed examples of the work cone 
in clinical photography at the Christie Hospital, Manchester, 
using a half-plate camera with studio technique. — She laid 
special stress on the importance of lighting, particularly in 
delineating the outlines of growths, etc. 


In the discussion which followed the papers Mr. ANDREWS 
(L.C.C.) showed illustrations of a convenient set-up for photograph- 
ing patients in bed which was made with the aid of a pair of steps 
such as is always available in a hospital. The camera was fitted to 
the top of the steps with the usual ball-and-socket joint and could 
be directed in any required position. By means of interchangeable 
lenses and lights, also fitted to the top of the steps at varying 
angles, he was able to take a variety of photographs of a patient 
from head only to full-length. He had found that a 4j-in. lens 
was adequate for full-length and an 8-in. for head-and-shoulders. — A 
14-in. lens gave a close-up of an individual part of the patient lying 
flat about 5 ft. below the camera. As a matter of interest Mr. 
Andrews showed a photograph of a patient with one brown eye 
and one blue, taken with orthochromatic film without a filter. Only 
one photoflood lamp was used and the colour rendering was 
excellent. 

Mr. HENNELL (Metal Box Co.) said that he had taken several 
thousand clinical photographs in colour during the war, and used 
sashalite bulbs exclusively for illumination. He considered this was 
the best method for tackling a variety of jobs, and agreed with Mr. 
Kilner on the need for standardization. He exhibited several 
samples of colour prints on paper. 


Several other speakers took part in the discussion, and it was 
generally agreed that clinical photography should be undertaken 
by a professional photographer, who would find it advantageous to 
make a special study of physiology and anatomy. It was not thought 
reasonable to expect a doctor or surgeon to do his own routine 
photography, and it was also pointed out that the majority of hos- 
pitals, while equipped for x-ray work, were not well equipped for 
clinical photography. 

Those interested in the formation of the Clinical Photography 
Section should write to the secretary of the Association, Mr. R. M 
Weston, at Houndwood, Farley, nr. Salisbury, Wilts. 


CLINICAL PATHOLOGY 


The summer meeting of the Association of Clinical Pathologists 
held at the Department of Pathology, Cambridge, was notable 
for a number of reviews of subjects of current importance. 
There is space here for only a brief summary of some of these 
and for mention of one or two of the demonstrations. 

Typhus.—C. H. ANDREWES grouped the varieties of typhus 
thus: (a) Type OX19—classical typhus, endemic typhus, 
Mexican typhus, Brill’s disease, and shop typhus (Malaya), 
with the louse and rat flea as vectors, and all giving good 
agglutination with OX19 but very little or none with OX2 or 
OXK. (b) Type XK—tsutsugamushi, scrub typhus (Malaya), 
mite fever (E. Indies), with the mite as vector, and agglutinating 
well with OXK but not with the other two antigens. (c) Type 
undetermined—Rocky Mountain spotted fever, Sido Paulo 
typhus, fi¢vre boutonneuse, tick-borne typhus of S. Africa, 
India, Kenya, all carried by ticks and giving poor agglutina- 
tion with all three classical antigens. 

Rh Factor—P. L. MOLLIsoNn said that 88 mothers whose 
infants: were affected with haemolytic disease had been tested 
so far. Of these 85 were Rh-negative and only 3 Rh-positive. 
Anti-Rh agglutinins were found in the sera of 82 of the 85 
Rh-negative women. In these cases the peak of the immune 
response to the Rh agglutinogen was usually reached between 
the fifth and twentieth days after delivery, and this was therefore 
the most favourable time for examination. In two of the 
cases in which the mother was Rh-positive the destruction 
of the foetal erythrocytes was apparently due to very potent 
immune anti-B agglutinins. GERTRUDE PLAuT dealt with the 
clinical importance of the Rh factor, and G. L. Taytor 
demonstrated the technique. In the discussion E. N. ALLOTT 
asked whether there was any genetic linkage in the inheritance 
of the ABO and Rh groups. Dr. MOLLISON replied there 
was none. 

Pathogenic Anaerobes——F. A. KNotr showed a series of 
tables summarizing methods and media for the detection of 
pathogenic anaerobes. The use of Fe media, neutralization 
of sulphonamide and suppression of contaminants, media 
giving good growth without anaerobe jars, and methods of 
identifying the specific toxins—all help to detect the presence 
of pathogenic strains without first going through the time- 
consuming process of isolating pure cultures. Secondly, the 
early detection of haemolysin and ferments such as lecithinase 
and hyaluronidase may give valuable early indication whether 
infection is likely to spread. The results in animal work give 
high promise of value in the management of wounds in man. 
Dr. KNoTT stressed that the M.R.C. War Memorandum No. 2, 
revised edition, is of high value to workers in this field. 

Biopsy of Endometrium.—O. C. LLoyp observed that biopsy 
of the endometrium was of great value in the diagnosis of 
abortion and of malignant disease as well as in sterility and 
menorrhagia. In these latter conditions it was advisable to 
have a biopsy between the eighteenth and twentieth days of 
the cycle, when early secretory differentiation might reveal 
relative deficiency of the action of the luteinizing hormone on 
the endometrium. 

Cutaneous Diphtheria in an Infant——E. N. Davey showed 
specimens from a baby 7 weeks old which had developed 
during life a slough from thigh to navel and also behind the 
ear. The mother, who was Schick-negative, yielded the same 
type of C. diphtheriae as that obtained from the child’s 
lesions, the mother being infected in nose, throat, and vagina. 
Apparently the child was protected by the maternal antitoxin 
in the milk so long as it was breast-fed. It died nine days 
after the cessation of breast-feeding. 
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BURNS OF EYELIDS AND CONJUNCTIVA 


At a meeting of the Section of Ophthalmology of the Royal 
Society of Medicine on Oct. 8, with Mr. F. A. JuLer presiding, 
a discussion was held on burns of the eyelids and conjunctiva. 


Naval Experience 


Surg. Rear-Adml. C. P. G. WakeELey said that in the last 
war, in the Navy, the first-aid dressing used for burns was 
picric acid, but the large number of cases of burns which 
occurred in the Battle of Jutland showed this to be of no use 
whatever, because when left on it coagulated the skin to such 
an extent as to convert a second-degree into a third-degree 
burn. The conclusion was reached even as far back as 1916 
that there were two fundamental things to be realized in 
the case of burns: the need for elimination of sepsis, and the 
need for skin grafting in the third-degree or deep burn. He 
then went on to speak of the methods of protection used in 
this war for gunners and other men whose eyes and face 
in particular were exposed to this danger. It consisted of 
the ordinary cellulose acetate goggles with certain heat-resisting 
material for the face, the whole of the gear being of such 
a character that it could be stowed away in the steel helmet 
when not in use. Since the introduction of this protective 
device the incidence of burns of the face had been very small 
indeed. 

The speaker showed colour photographs of a number of 
cases treated with triple-dye jelly which had done well, the 
oedema clearing up and no permanent scar resulting. The 
difficulty in the Navy was that many of the burns occurred 
in small vessels on which there was no medical officer and 
which sometimes could not get the patient to hospital for five 
or six days. It was very necessary in these small ships to 
instruct those concerned in the use of a coagulant which 
prevented excessive fluid loss and was also antiseptic. At the 
beginning of the war it was thought that every case of burn 
received at hospital should have intravenous plasma or saline. 
To-day only one in ten was given intravenous therapy; the 
medical officers and nursing staff were instructed that, in 
general, patients suffering from burns should be given fluid 
by mouth. Common sense and clinical acumen were far more 
important in saving life than was scientific investigation. 
Certainly if there were only a few cases the fullest investigations 
should be carried out, but with a crowd of patients this was 
impossible. Moreover, if patients were given intravenous 
therapy they began to take .a suspicious view of their own 
state, whereas if they were asked only to drink a sweetened 
fluid the picture was very different. He thought there had been 
some tendency to swing away from a rational form of treat- 
ment into a _ super-scientific treatment, which was to be 
deprecated in war emergencies. 


Types of Burns in the R.A.F. 


Fl. Lieut. D. C. BopDENHAM said that from the point of view 
of treatment two types of burns were important: the superficial 
second-degree burn affecting only the layer of epithelium, and 
the destructive or third-degree burn in which practically all 
the dermis was destroyed. But it was surprising how often 
epithelial island cells survived, from which, by spreading and 
coalescence, healing occurred. With a large amount of destruc- 
tion, however, this was much too slow, and it became a 
question of skin grafting. One marked feature of burns of the 
face, owing to the loose supporting tissues, was the great 
amount of oedema which developed even with a moderate 
burn. The oedema remained at its maximum usually for from 
12 to 36 hours and then began to subside. It was remarkable 
how rarely, even in the most destructive cases, the globe was 
involved, but it was always the duty of the surgeon to examine 
it when the case was first seen. In burns due to exposure to 
the instantaneous combustion of magnesium used in flash 
bombs conjunctival involvement was very common, though 
the exposure was so brief that usually only the most superficial 
layers of the skin were burned. The globe was somewhat 
protected in these cases by the constant film of moisture which 
bathed the cornea and the conjunctiva. Sometimes tattooing 
of the globe occurred due to minute particles driven in by the 
force of the explosion, and too small and numerous to be 


removed surgically. Treatment of burns in the R.A.F. was 
on simple principles—to prevent infection and to do as little 
harm as possible to the healing tissues. If a case did not heal 
on its own it should be assisted by skin grafting. An applica- 
tion of sulphonamide, either as powder or the 3% cream 
advocated by Dr. Colebrook, was in use, applied on a coarse- 
mesh petroleum jelly gauze, making a very soft and gentle 
non-traumatic dressing. Penicillin, applied for 24 hours, had 
been found effective in eliminating streptococci and staphylo- 
cocci from granulating surfaces. Keratitis was not infrequent 
in these eye burns. In the slighter cases simple measures might 
be employed, such as constantly keeping the globe moist with 
saline and using a lubricant, but in the more severe cases 
a contact glass had to be used as a mechanical protection. 

Squad. Ldr. G. T. W. CASHELL said that in the burns seen 
in the R.A.F. it was remarkable that while there was such 
a pronounced effect on the eyelids and face there was often 
practically no effect on the globe, apart from a little oedema 
of the conjunctiva, and particularly of the cornea, due to 
spread from surrounding tissues. In the case of flash explo- 
sions, however, the whole of the cornea and the conjunctiva 
might be severely pitted with particles of the bomb. Some 
of these cases did extremely well even though nothing was 
done to them; in others there might be severe ulceration or 
extreme tattooing of the sclera. He showed one case in which 
there had been complete obliteration of the lower conjunctival 
fornix due to an incendiary bomb. A skin graft was put 
into the lower fornix, but the eye remained extremely irritable, 
and eventually the skin graft was excised and replaced by a 
mucous graft, with mucous membrane obtained from inside 
the lower lid, with a satisfactory result. 

Wing Cmdr. J. E. NEELEY gave an analysis of the cases 
of burns received at one R.A.F. hospital. Out of 120 cases 
the face was affected in 80°, and of this 80% ectropion was 
present in 20% and 5% had an affection of the globe. 

Mr. T. PomMFret KILNER showed a film illustrating the 
grafting treatment of ectropion. The case was not one of 
burn but of lupus ; nevertheless the procedure was instructive, 
He said that in the case of severe eyelid burn there was no 
question but that grafting should take place at as early a 
stage as possible. It was important to graft only one eyelid 
at a time. Very thin skin might be applied; it seemed ‘o 
thicken up nicely and take up a reasonable colour match with 
the rest. One ought not to be over-much depressed if the 
eyelids contracted again after the first graft. The graft would 
still have served a useful purpose, and a more cosmetic resuit 
could be obtained quite easily at a later date. He used 
“mastisol” to avoid any sliding of the dressing over the raw 
surface. After-care was important. The patient should be 
carefully instructed how to carry out massage, preferably with 
aniline cream. 

Mr. FREDERICK RIDLEY mentioned the value of the full saline 
bath in getting rid of blepharospasm and photophobia in these 
cases. It was wise to put the patient on 10% iodol night and 
morning and 1% atropine at midday. This did no harm, 
and ensured the best position if later on trouble should develop. 
Mr. Ridley demonstrated a device for obtaining a moulded 
acrylic mask and its fixation when there was a good bearing 
surface (an unburned surface) on the forehead and nose, and 
again when no skin-bearing surface was available. This was 
really the fitting of an artificial eyelid which could be worn 
day and night and was very comfortable. But he emphasized 
the rarity with which such procedures became necessary. He 
had been surprised to hear a previous speaker comment on 
the frequency of keratitis. In his experience the development 
of this condition was infrequent. 


H. H. Perlman, A. M. Dannenberg, and N. Sokoloff (J. Amer. med. 
Ass., 1942, 120, 1003) made a study of the excretion of nicotine in 
the milk and urine of 55 primiparae and multiparae from 18 to 36 
addicted to cigarette smoking with the following results: (1) Nicotine 
was excreted in the milk and urine of all the smokers. (2) Much 
larger quantities of nicotine were excreted in the urine than in the 
milk. (3) There was a definite correlation between the quantity of 
nicotine excreted in the milk and urine and the number of cigarettes 
smoked. (4) Lactation was little, if at all, affected by the smoking 
of cigarettes. (5) The nurslings were apparently unaffected by the 
quantity of nicotine ingested with the milk. 
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Correspondence 


Wartime Diet for Peptic Ulcer Patients 


Sir,—Dr. J. B. W. Rowe in his letter to the Journal of Oct. 9 
rightly stresses the importance of providing people liable 
to peptic ulcer with sufficient easily digestible food for meals 
at regular and short intervals. The Ministry of Food has 
already done this. If the daily allowance of a quart of milk 
is wisely used there should be little difficulty in keeping free 
from recurrences when the ulcer has soundly healed, so long as 
other and more important factors than diet are kept in mind. 
The quart of milk and the whole of the sweet ration in the 
form of plain chocolate should be used for intermediate feeds, 
so that the patient does not fast for more than two hours, 
or in exceptional cases more than one and a half or even one 
hour at a time. The importance of frequent feeds in 
prophylaxis was emphasized twenty-five years ago by Sippy, 
whose patients always took a bottle of milk with them to their 
work so that they could drink a few ounces every hour. 

The constitution of the main meals is of comparatively small 
importance.. With the exception of such gross “ roughage ” 
as pips, tough skins, and vegetable fibres, there is no food 
intrinsically bad for ulcer, and I see no advantage in sub- 
stituting cheese for meat, as suggested by Dr. Rowe. The food 
should be well cooked and thoroughly chewed, and the evening 
meal should not be eaten until the patient has rested, if he 
returns home exhausted after a long day’s work: These con- 
ditions may be difficult to attain, but they are not a matter 
for the Ministry of Health. 

Anxiety is the chief cause of recurrence, and everything 
possible should be done to help the patient to face his worries 
with equanimity. Phenobarbitone for insomnia and in small 
doses during the day to diminish nervous irritability is often 
more useful than alkalis. During periods of special stress 
complete rest and strict ulcer diet on Sundays, even in the 
absence of symptoms, may prevent a recurrence. Lastly, 
smoking should be prohibited or strictly rationed.—I am, etc., 


Oxford. ARTHUR HwurstT. 


Peptic Ulcer in Youth 

Sir,—In your issue of Sept. 25 (p. 403) Prof. Grey Turner 
mentions Sir Joseph Leech’s case of a perforated gastric ulcer 
in a boy of 13. I remembered this when I saw recently 
a young man, just 19, upon whom I performed a posterior 
gastro-enterostomy earlier in the year for advanced pyloric 
stenosis. 
many years and certainly when at school. The pain had 
become persistent when I saw him last May, and he was 
vomiting after meals. He had an enormously distended 
stomach. The radiograph (Dr. Wilkie) showed the stomach 
full of the barium 24 hours after the meal, and clinically I 
suspected he might have a condition of the pylorus akin to 
congenital stenosis found in babies, but at operation there 
was the typical fibrosis of chronic ulceration of the first part 
of the duodenum with adhesion to the liver. 

I wondered how long this youth must have had his duodenal 
ulcer, and if pyloric stenosis had called for surgery at an 
age earlier than 18. It would not surprise me if Prof. Grey 
Turner has knowledge of a younger case than this one.— 
I am, etc., 

Sheffield. H. BLacow YATES. 


Recovery of Bladder Function after Long Disuse 


Sir,—In the remarkable case recorded by Prof. Rendle Short 
Journal, Oct. 9, p. 464) recovery of bladder function took 
Place after 21 years of suprapubic drainage. This success, in 
the extraordinary circumstances described, is high tribute to 
surgical skill and enterprise. No less is it. a tribute to the 
remarkable adaptability of the urinary bladder. This power 
of recovery after long disuse is well seen in cases of vesico- 
vaginal fistula. Among my records are several examples of 
long-standing urinary incontinence ; yet, with one partial excep- 
tion (see below), complete function has been restored in every 
case. The following are cases in point. 


He had suffered from periods of indigestion for. 


1. Fistula of 9 years’ standing. Urethro-vesical junction involved 
with considerable destruction of tissue. Seven previous operations— 
two by the suprapubic route, five by the vaginal route. Patient 
then told that she was incurable. Fistula closed by Sims’s type 
operation. Complete recovery in every respect. 

2. Fistula of 28 years’ standing. Two previous operations; patient 
told she was incurable. Closure of fistula by Sims’s technique. Com- 
plete recovery in every respect. (It was calculated that during the 
period of disability this patient had used about 6,000 bales of 
cotton-wool, and had washed considerably more than 50,000 
towels!) 

By contrast, the following is a case in which treatment has 
been only partly successful. 

3. Fistula of 2 years’ standing. History of obstructed labour, 
followed by gas-gangrene infection. Large sloughs came away in 
the puerperium; this resulted, as was subsequently discovered, in 
loss of the whole of the uterus and anterior vaginal wall, including 
part of the urethra. Patient had had eight or nine previous opera- 
tions, some by the abdominal, some by the vaginal route. Fistula 
successfully closed by Sim’s type operation. Subsequent operations 
undertaken to lengthen and to narrow the urethra. Patient now has 
fair bladder control, but capacity is only about 8 oz.; deficient 
sphincter action prevents accommodation of more fluid. This is a 
recent case, and progress is still being vatched. 


With the experience of these and other cases I venture to 
say that no vesico-vaginal fistula need be regarded as hopeless 
because of the long duration of urinary incontinence. Success- 
ful closure with full recovery of bladder function is almost 
always possible provided that the sphincteric region has not 
been entirely destroyed. Further, I believe that, with rare 
exceptions, vesico-vaginal fistulae are best closed by a vaginal 
operation based on the technique of Marion Sims.—I am, etc., 

Oxford. CHASSAR Mor. 


Mosquitoes and Static Water Tanks 


Sir,—In a letter appearing under the above heading on 
Oct. 2 your correspondent Dr. A. G. Newell directs attention 
to the use (in India) of larvivorous fish for preventing mosquito 
breeding, and advocates the application of this method of 
control to the case of static water tanks in this country. ! 
venture to point out that even in India the method in question 
is subect to many limitations. According to Col. G. Covell, 
Director of the Malaria Survey of India, these are as under: 

1. Fish are effective only if present in sufficient numbers. 

2. They are completely effective only in the absence of all weed 
and floating debris. 

3. Small boys can be relied upon to catch them if they get the 
opportunity. 

4. Over-zealous persons are apt to introduce other and larger 
species which may prey on them. 

5. If there is not sufficient food for them they will eat their own 
young, so that breeding places must be periodically re-stocked. 

6. Constant inspection is needed to see that the fish are flourish- 
ing and are in sufficient numbers, and that the water is free from 
horizontal vegetation and floatage. 

7. In order to carry out these inspections, and to keep up a 
sufficient stock of fish for the various breeding places, a special 
staff is necessary. 


In view of the above disadvantages Col. Covell considers’ 
that “the use of fish as a measure of malaria control, though 
useful in certain conditions (e.g., in places where for some 
reason it is impossible to employ any other measure), cannot 
be said to hold a position of very great importance in India. 
Their chief value is in the case of wells and ornamental waters.’ 
In this country experience has shown that the large static water 
tanks now installed in London and many other cities are 
only too apt to become depositories for waste matter of various 
kinds, and have then to be emptied for cleaning. This fact 
constitutes a further disadvantage to be added to Covell’s list. 

Of other control measures suggested by your correspondent, 
that of removing tanks from shady situations hardly meets the 
present case, since Anopheles maculipennis (to which his letter 
chiefly refers) definitely prefers open sunlit places in which to 
breed. Again, the statement that “leaves or algae will give a 
certain amount of shade and hiding place for larvae” over- 
looks the fact that anopheline larvae pass their existence 
clinging to the upper surface of “ just-submerged ” filamentous 
algae, floating leaves, etc., which certainly protect them from 
their various enemies, but do not provide them with shade. 

So far as I am aware, the only large built-up areas in which 
the breeding of mosquitoes in static water containers has been 
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systematically studied are London and Portsmouth, in which 
cities continuous observations were made and recorded through- 
out the summer and autumn of 1942. In the latter city the 
only species found breeding were Anopheles maculipennis and 
Culex pipiens, the former being recorded 7 times and the 
latter (which does not bite human beings) 27 times. The said 
records of A. maculipennis, however, included four cases in 
which the larvae were few and far between, while the four 
others were provided not by tanks but by excavated sumps 
in which masses of filamentous algae were growing.’ In the 
London area, where an extremely large number of tanks were 
periodically inspected, the only species found breeding was the 
“ man-ignoring ” Culex pipiens—a state of affairs that I had 
ventured to predict during the previous year. * 

It would appear, therefore, that if static water tanks are kept 
free of filamentous algae (the growth of which can be inhibited 
by dissolving a very small proportion of copper sulphate in 
the water) they are extremely unlikely to become a source of 
mosquito annoyance. When, however, larvae of C. pipiens are 
found infesting a tank, it may perhaps be thought advisable 
to kill them by oil or larvicides, lest public apprehension may 
be aroused by the subsequent appearance of the adult insects. 

The suggestion that static water tanks should be provided 
with tight-fitting covers to prevent mosquitoes from laying 
their eggs on the water is often advanced. In countries abroad, 
where the yellow-fever carrier Aédes aegypti (which breeds in 
cisterns, garden tanks, and such-like water containers) is 
prevalent, the covering of tanks of moderate size is a pre- 
caution which is not only of vital importance but is also very 
easily carried out. In this country, however, where we are 
almost exclusively concerned with an entirely harmless mosquito 
breeding im very large tanks (often of 25 ft., and not infre- 
quently of 50 ft., in diameter), any such procedure would be 
both unnecessary and (for constructional reasons) impracticable. 
—I am, etc., 

JOHN F. MARSHALL. 
British Mosquito Control Institute, Hayling Island. 
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Sterility and Contraception 


Sir,—In the Proceedings of the R.S.M. (Jan., 1943, 36, 105) 
I described some animal experiments, which have since been 
repeated and remain unchallenged, to show that the premise 
of R. L. Noble was correct—namely, that the human semen 
contains a specific growth hormone. At the same time I 
cited two groups of newly married young women who had been 
observed over a period of two years. In Group 1 there was 
no contraception. Of these, 25% conceived in the first few 
weeks ; in 50%, however, pregnancy did not occur until after 
an average of 74 months. In Group 2 chemical and mechanical 
contraceptive methods were rigidly employed for more than 
one year from the date of marriage. Of these, 25% conceived 
shortly after cessation of such methods, but in 50% the uterus 
remained virginal—that is, immature—up to the date of writing 
(10 months), and conception had not yet occurred. The deduc- 
tion is that anything or any method which prevents, retards, or 
alters the normal degree of physiological absorption of human 
semen from the vagina carries with it during the early months 
and years of matrimony the risk of future sterility from failure of 
uterine development, and endocrinal asynchronization. Surely, 
therefore, it is very desirable not only to confirm the views of 
the late Sir Francis Fremantle but to share the very natural 
anxiety of Dr. Joan Malleson for those women in the Services, 
war factories, etc., who are so misguidedly employing deleterious 
methods. Moreover, if further evidence and corroboration be 
needed let us read the latest written words of I. C. Rubin on 
the subject (Bull. N.Y. Acad. Med., Aug., 1942, 541): “ Contra- 
ceptive methods undoubtedly affect fertility for longer or shorter 
periods after their use has been stopped.” 

What is the ulterior effect of prolonged use of mechanical 
plus chemical contraceptives? Some hold that as a result the 
woman absorbs only fractional doses of seminal hormone from 
the vaginal mucous membrane, and that these not only 


immunize her against her husband’s semen but prevent proper 
growth of the genitalia. Others, among them Kurzrock and 
Miller, believe that such methods affect the intimate structure 
of the selective epithelium of the arbor vitae to such an exteni 
that the secretion becomes abnormally viscous, and that it is 
the presence of leucocytes and debris, the result of congestion or 
low-grade endocervicitis (which can very easily be demonstrated), 
that inhibits not only the lytic penetration of the mucus plug by 
the sperms but also the cataphoretic action which normally 
accounts for chemotaxis. There is little doubt that the state 
and blockade of the cervix is of great importance. Upshaw 
(J. med. Ass. Georgia, Jan., 1940, 29, 2) and Moore (Amer. J. 
Obstet. Gynec., Feb., 1940, 39, 269) believe that sterility can 
be charged to the cervix (apart from the male side of the 
problem) in 73 and 60% of all patients respectively ; whereas 
Rucker (Virg. med. J., Feb., 1936, 62, 656) states that 36°, 
of primary and 65% of secondary sterility patients become 
pregnant when treated for existing cervicitis. Non-patency of 
the Fallopian tubes in cases of primary sterility is fortunately 
rare in this country—certainly not more than 14% in a personal 
study of over 2,500 lipiodolograms during a period of 17 years: 
a figure that approximates that of Samuel Meaker in Boston, 
though almost exactly half that recorded by I. C. Rubin 
using CO.. 

The statistics of three large hospitals and long private experi- 
ence point to the fact that, apart from the above, almost the 
commonest cause of sterility is genital hypoplasia (36 to 
40%), where immature ovaries, the result of some depressed 
constitutional and/or endocrinal cause at the critical period of 
a girl’s early life, produce a reduced number of comparatively 
infertile ova. Here lies a golden opportunity for preventive 
medicine and rehabilitation. I entirely agree with Dr. Malleson 
that research is urgently needed upon the two-patient problem 
of sterility. Nothing can be more irrational than the esetting 
up of petty sterility clinics which are cut off from the co- 
Operative team work of a properly staffed and properly 
equipped hospital, for to-day this complicated and compre- 
hensive problem demands the services of an expert gynaeco- 
logist, andrologist, biochemist, pathologist, radiologist, radio- 
therapist, and, not the least, a psychiatrist, all working together 
on the same front in the same hospital for a common end.— 
I am, etc., 


London, W.1. V. B. GREEN-ARMYTAGE. 


Methedrine in Surgical Operations 

Sir,—In your issue of Sept. 25 (p. 396) the author of the 
annotation on d-desoxyephedrine (methedrine) refers to our 
work (Journal, 1943, 1, 345) with this drug as a pressor agent 
in surgical operations, and states that “it may be argued 
that the drug is contraindicated in surgery because its analeptic 
action may lead to the use of more anaesthetic; certainly 
the dose used by Dodd and Prescott would be greater than 
that desirable for an unanaesthetized patient.” 

Methedrine was used by us solely to counteract the serious 
falls of blood pressure that often occur in major operations 
under all anaesthetics, including spinal. A study of this drug 
for a year and a half has convinced us that it is of outstanding 
value for this purpose. The supposed disadvantage mentioned 
—that its analeptic action may lead to the use of more 
anaesthetic—is a theoretical one. Many of the operations were 
under local: or spinal anaesthesia and no effect was observed. 
Patients never became restless. With general anaesthetics the 
premedication, the anaesthetic, and the post-operative morphine 
that the patients received were sufficient to annul the analeptic 
effect of methedrine. Anaesthetists who have worked with 
us have been impressed by the value of the drug, and have 
not observed that more anaesthetic is required after it has 
been used. 

The dose we used is admittedly greater than that given 
to the unanaesthetized patient, because it was given only to 
those suffering from a severe fall in blood pressure. Careful 
recording proved to us that the amounts recommended in our 
paper met the needs of such patients. We wish to emphasize 
that we did not administer methedrine as a routine or for the 
sake of trying its effect, but gave it only to patients undergoing 
major operation when the systolic blood pressure fell below 
80 mm. or the pulse pressure fell below 10 mm. and stayed 
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there for 10 to 20 minutes. 
responded satisfactorily. 
Your annotator also refers to the possibility of tachyphylaxis 
—the diminished response to rapidly repeated doses. This is 
shown by all the sympathomimetic drugs, including methedrine. 
We found, however, that a single properly assessed dose was 
effective in restoring the blood pressure in 81% of the cases ; 
of the remaining 19% only 2% failed to respond to repeated 
injections. Once the blood pressure was restored to its pre- 
operative level it kept to within 90% of this figure for several 
hours, for in practically all cases follow-up studies were made 
in the wards for at least this period.—We are, etc., 
H. Dopp. 
F. PRESCOTT. 


A “Charter of Health ” 


Sirn,—The Recommendations of Council on the future of 
medical services, which were discussed at the Annual Repre- 
sentative Meeting, constitute an important pronouncement. 
Recommendation B, with its mention of “ security against fear 
and want,” invites comparison with another document, and, 
representing as it does a sort of “* Atlantic Charter of Health,’ 
may be widely quoted as the considered opinion of our profes- 
sion, and influence public opinion for many years to come. 
The greatest care should therefore have been taken in drafting 
it to make it as complete and as clear as possible, and by 
issuing Recommendation B in its present form the Council 
have missed a great opportunity. 


At present the Recommendation, as slightly amended at the A.R.M., 
reads: ‘“* That the health of the people depends primarily upon 
the social and environmental conditions under which they live and 
work, upon security against fear and want, upon nutritional stan- 
dards, upon educational facilities, and upon the facilities for exercise 
and leisure. The improvement and extension of measures to satisfy 
these needs should precede or accompany any future organization 
of medical services.” ‘ 

If the first sentence is intended to be a catalogue of the principal 
tactors which influence health (and that seems to be its legitimate 
purpose), there are several important omissions. 

Taking these in some sort of logical order there are, first, the 


A total of 98% of the cases 


London. 


inborn constitutional factors, which greatly influence the medical 


history of a patient whatever his environment may be. To be well 
born is at least as important as to be well educated or well 
nourished, and from the racial standpoint much more so. It would 
be a good thing to remind the general public of this fact at the 
outset. Secondly, if nutrition is specifically mentioned, other essential 
factors such as protection from the weather and the matters that 
are ordinarily cared for by the public health services should be 
mentioned also. 

No list of the faciors influencing health would be complete with- 
out considering the devastating effects of violence, which includes 
both the violence of war and the lesser violence of industrial 
accidents and injury on the roads. Equally essential is mention of 


the powerful effects on health of various forms of infection. Small- - 


pox, influenza, and venereal diseases may strike down people who 
are perfectly well nourished and educated, with plenty of leisure. 

Another serious omission in these days when so large a proportion 
of ill-health and absence from work is due to psychoneurotic ill- 
ness is the psychological environment, and I believe most authorities 
are agreed that in this respect it is the first six years of life that 
are the most important. This is the period during which the neurotics 
of adult life are made. 

I therefore beg to submit that, in the next edition, Recommenda- 
tion B should be amended to read somewhat as follows: ‘* Health 
depends primarily upon: (1) hereditary and inborn nature and 
constitution; (2) proper and sufficient food, pure water and air, 
adequate clothing, housing, and fuel; (3) proper disposal of refuse 
and excreta; (4) freedom from viclence, infestation, and infection ; 
(5) a favourable psychological environment, especially in the earliest 
years; (6) a proper education of mind and body, and a reasonable 
amount of exercise and leisure; and (7) suitable and congenial 
surroundings in which to live and work; and only secondarily 
upon medical attention when health has broken down. Attention 
to the factors (1) to (7), so far as is possible and necessary, should 
precede or accompany any reorganization of medical services.” 

I should also like to suggest that in Recommendation A, section 
(i), the unsatisfactory and ambiguous phrase “ positive health ’’ be 
done away with, and that the section might then read: ‘“ The 
system of medical service should be directed to the achievement of 
the highest pitch of health obtainable, and prevention no less than 
telief of sickness.” 


—I am, etc., 


London, N.W.3. NorMan A. SPROTT. 


Treatment of Septic Hands and Fingers 

Sir,—I most heartily endorse all that Dr. E. C. Atkinson has 
to say on this most important subject (Oct. 2, p. 432). About 
a year ago we began to run an accident service at the Royal 
Buckinghamshire Hospital, Aylesbury, modelled so far as 
possible on the lines of those already inaugurated at the great 
centres such as Birmingham and Oxford. Although our service 
leaves much to be desired, there is little doubt that, allowing 
for wartime conditions, we have achieved much and learned 
a good deal more. It may be of use to others to enumerate 
briefly some of our findings. 

Whereas fractures, the more severe soft-tissue injuries, and 

extensive burns are sent to the accident service soon after the 
receipt of the injury and consequently can be dealt with at 
once under hospital conditions, septic hands and fingers and 
the more minor injuries tend to come up much later. Many 
of these cases have received improper treatment and arrive 
at hospital with complications, such as bone necrosis, wide 
soft-tissue destruction, etc., the result of inadequate and late 
drainage, indiscriminate and ignorant use of fomentations, or 
faulty incisions. All this means an enormous prolongation 
of the period of treatment, and often the taking up of a 
valuable in-patient bed, not to mention the time spent after- 
wards in rehabilitation. 
* I should like to point out some of the reasons which account 
for this rather deplorable state of affairs, which Dr. Atkinson 
rightly states costs the country a vast amount of time and 
money in wastage of man-power hours and compensation. 


1. Ignorance on the part of the general public, who do not realize 
the fact that however trivial a finger or hand injury may appear 
it should be treated with the greatest respect (it may even imperil 
life) and a doctor consulted. Education on this point is fortunately 
going forward in the big industrial concerns, where all injuries 
sustained at work must be reported to the first-aid department. 
This is a great step forward provided that the right treatment is at 
once instituted. 

2. Avoidance of bad treatment and the institution of correct 
treatment before the complications which I have already enumerated 
have had time to set in. To attain this end a better education 
of the profession in minor surgery is essential. Dr. Atkinson 
stresses the time taken up in the student’s curriculum watching 
long and complicated operations of a highly specialized nature. 
While any practitioner should know something of the difficulties 
associated with major surgical procedures, and of the results of 
such, in order to be able in the future to advise his patients 
whether they should undergo this or that operation, far more 
time should be allowed for the teaching of minor surgery. I 
think minor surgery is rightly a general practitioner’s job pro- 
vided he has the knowledge, and the general practitioner of the 
future must be given that knowledge or woe betide the septic 
fingers receiving treatment in the proposed health centres of the 
post-war era. The necessary knowledge is sadly lacking to-day, 
and this is borne out by contrasting the results which can be 
obtained by careful treatment as compared with those which have 
received wrong treatment before attending an accident service. 

3. Travel in country districts is to-day scanty and expensive, 
and the poor often find the fares charged beyond their means. It 
is extremely difficult, therefore, to get patients to attend regularly 
at the accident service. No doubt the advent of peace and better 
times will do much to rectify this evil, but it will be some years 
before an ideal can be attained. 

4. Lack of skilled medical personnel. This is the main drawback 
to-day in the running of any accident service. At least two full-time 
well-trained casualty officers are essential to run an efficient 24-hour 
service, and they should be under the direct guidance of one or 
two general surgeons who are willing to give the necessary time 
to follow up.each case individually. A very large number of 
septic fingers and other minor injuries can be seen in half an 
hour, and the necessary instructions with regard to treatment given. 
This daily visit of a general surgeon has been amply rewarded by 
the better results obtained at the Royal Buckinghamshire Hospital 
Accident Service. 

5. Accident services should be run by general surgeons, remem- 
bering the huge variety of injuries which may result from an 
accident and that no part of the human body is immune. An 
orthopaedic specialist to act as consultant is another ideal; he will 
advise in the more serious problems of injury involving the skeleton. 
We have an excellent liaison with the Oxford orthopaedic specialists, 
who attend regularly and, if necessary, in an emergency. 


During the months of January to June, 1943, there passed 
through the Royal Buckinghamshire Hospital Accident Service 
69 cases of septic finger with an average attendance of from 
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10 to 14 days (including what rehabilitation we are at present 
able to give), 215 new fractures and 987 old, making a total 
fracture attendance of 1,202. There were 19 minor burns. 
These figures speak for themselves, as Aylesbury is only a 
small centre, but if the figures are taken and multiplied for 
the whole of England some idea can be gained of the magnitude 
of this problem. Let us hope that the memorandum which 
Mr. Atkinson so rightly advocates will soon be forthcoming. 
—I am, etc., 

Aylesbury. R. H. GARDINER. 


Infantile Enteritis and Breast-feeding 


Sir,—I have read your annotation on Dr. C. J. McSweeney’s 
report on infantile enteritis and breast-feeding (Sept. 18, p. 367) 
with great interest. While agreeing with him that breast-feeding, 
if universally adopted, would materially lessen the prevalence 
of D. and V. and therefore the death rate among infants, 
I would point out that until this Utopia is achieved much 
could be done both in prevention and cure if its aetiology were 
more generally realized. 

D. and V. and dehydration in infants are caused mainly 
in two ways: (1) by a specific organism which attacks the 
gastro-intestinal tract ; (2) by mastoiditis, which by means of a 
parasympathetic reflex floods the intestine (see Journal, Aug. 7, 
p. 168). In both conditions D. and V. and dehydration are 
the most prominent physical signs. This fact has led to the 
diagnosis of gastro-enteritis in both conditions. In all the cases 
in which bacterial examination of the faeces proves the absence 
of a specific organism, the diagnosis gastro-enteritis is incorrect 
and that of mastoiditis should be substituted, and such an 
infant, if it continues, in spite of dietetic, saline, and sulphon- 
amide treatment, to lose weight, should be handed over to 
the aural surgeon for surgical treatment, for progressive 
mastoiditis treated medically is a fatal condition. In this 
manner many infant lives could be saved, and undiagnosed 
purulent mastoiditis less frequently discovered post mortem. 

It is well known that so-called gastro-enteritis is much 
commoner in bottle-fed than in breast-fed infants. The main 
reason for this is that bottle-fed infants are commonly fed 
while lying down, in a position which invites mastoiditis with its 
ancillary D. and V. and dehydration. Breast-fed infants, on the 
other hand, since they are fed sitting up, do not develop 
mastoiditis through food entering the Eustachian tube. It 
follows, therefore, that if all bottle-fed infants were fed in the 
natural position, they, like their breast-fed fellows, would not 
develop mastoiditis. This important fact should be more 
universally recognized by the medical profession, by nurses 
and mothers, for if universally adopted mastoiditis with its 
accompanying D. and V. and dehydration would cease to be 
a common condition.—I am, etc., 


Birkenhead. PERCIVAL W. LEATHART. 


Hypersensitivity to Sulphonamides 

Sir,— Major R. G. Parks’s very informative article draws 
attention to the dangers of sulphonamides used locally—namely, 
skin sensitization and possible future complications of oral 
therapy (July 17, p. 69). I write to describe three cases of local 
sensitization to these drugs seen in the wards of a hospital, 
and make some observations on the method and type of 
sulphonamide application for local use. 


Case 1.—Recurrent impetigo of face, mainly affecting the beard 
area. Treated ix unit for three weeks with 30% sulphanilamide 
cream applied three times daily. On admission, face was slightly 
oedematous, generally erythematous over areas of application, and 
some lesions active and exuding. The skin was sore and irritable. 
Both hands were slightly erythematous and showed vesiculo-papular 
eruption, especially on the dorsal surface. No other skin lesions. 

Case 2.—Mild impetigo of face. Three weeks’ treatment in unit 
with sulphanilamide cream (% not known) applied twice daily. On 
admission there was an exuding, crusting impetigo of chin and the 
mouth margins and extending as far as the right ear. Apart from 
the forehead, the whole of the face and neck was erythematous and 
oedematous. A small area of skin to the right of the neck was 
weeping and the surface fissured. Erythema and vesiculo-papular 
eruption present on dorsal surface of hands. Face was sore and 
the hands itching. 

Case 3—Impetigo of face. Treated with a sulphanilamide oint- 
ment (% not known) applied twice daily for seven days. On 
admission, small-type impetiginous eruption of face, neck, and ears; 


-cod-liver oil and 10% beeswax. 


mild oedema of face. and neck; erythemato-papular rash of the 
neck and, less obviously, of the face. Marked conjunctivitis of 
the right eye had developed since the treatment had commenced, 
and there was oedema of the right lids. Face sore and slightly 
itching. No other skin lesions. 

Cases 1 and 2 settled with rest in bed, Lassar’s paste applied locally 
at first, and then hydrarg. ammon. 2% in Lassar’s. Case 3 responded 
to rest in bed, eau d’Alibour locally at first, and then a 2% gentian 
violet lotion. There was no previous history of skin trouble, and 
it is not known whether they .had previously reacted adversely to 


the drug. Patch, intradermal, and scratch tests were not performed. 


It is suggested that in the above cases the type of preparation 
—ointment or cream—and the frequent application over too 
long a period were determining factors in the production of 
the reaction. When applied locally a drug has a more intensive 
action if used either as an ointment or powder than it has in 
paste form. Where this greater local stimulation exists the 
possibility of a sensitization resulting is enhanced if at the 
same time the period and frequency of application be prolonged 
or high. In paste form the introduction of the drug to the 
skin is gradual, and the paste itself is both soothing and drying. 
Briefly, therefore, this would indicate: (1) Where possible 
employ a paste preparation. (2) Continue the application of 
the drug only while improvement is being made. (3) Close 
clinical supervision, including a careful history. In ecthymatous 
and ulcerative states more use could be made of the “* occlusive ” 
type of dressing—the sulphonamide dressing being applied and 
sealed over and left for a week or longer. For some time | 
have used a 30% sulphanilamide cream in a base of 60% 
This was applied twice daily, 
but discontinued after 6 days on the average. The change 
to milder but effective preparations of the type of eau d’Alibour 
was made as soon as possible. Preparations of 30% sulph- 
anilamide and 5% sulphathiazole are now used in a base of 
Lassar’s paste modified to contain 10% cod-liver oil. They 
have been applied without reaction and with satisfactory results. 
By the above methods it is anticipated that reactions may be 
reduced to a very low percentage.—I am, etc., 


H. Lee, 
Lieut., R.A.M.C. 


Precise Cephalometry 

Sir.—I was delighted to read of Dr. Paul Cave’s great 
advance in this procedure (Sept. 18, p. 375). It is based on the 
recognition of the “greatest circular section” of the foetal 
head to which I drew attention in my paper (Proc. roy. Soc. 
Med., March, 1935), and entirely eliminates the personal factor 
and the small knowledge of obstetrics which were inseparable 
from the method which I described. 

Most reliance should, I think, be placed on the calculation 
from this circular section, for although the occipito-frontal 
outline is often most temptingly clear it is impossible to be 
certain that there is no tilt and that the measurement will not 
be a trifle low. Furthermore, it is the biparietal diameter 
which is all-important, and in the case of a brachycephalic 
head the occipito-frontal might be seriously misleading. It 1s 
useful only as a check on minimal size. 

For the preparation of the films Dr. Cave’s method is ex- 
tremely simple, and all information on the interpretation of 
film shadows will be found in my paper. 

Dr. Elliston’s illustrated criticism is, as I pointed out and as 
Dr. Cave confirms, of no practical importance. 

It is to be hoped that all radiologists will now become 
familiar with .this simple and reliable technique, and _ that 
obstetricians will make full use of it. Dr. Cave is greatly to 
be congratulated on an important advance.—I am, etc., 

Brixham, Devon. NORMAN REECE. 


Vitamin E and Menopausal Flushes 


Sir,—I have just seen the article by Hain and Sym in your 
issue of July 3 in which some observations on the influence 
of vitamin E upon menopausal flushes are recorded. As 4 
remark of mine at the vitamin E symposium in 1939 appears 
to have provided the original stimulus to this investigation, | 
may perhaps be pardoned for offering some comment. 

I have been impressed for years past by the numerous studies 
in the literature tending to show that post-menopausal patients 
frequently excrete appreciable amounts of oestrogenic sub- 
stance. My own studies’ have amply confirmed the fact that 
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such women often exhibit oestrogens in quantity in the blood, 
as others have also found. I have recently tried to call atten- 
tion’ to this point in the effort to explain the not infrequent 
failures of oestrogenic therapy in menopausal states. Indeed, 
everyone must have seen patients definitely worsened by such 
treatment. Believing as I do that vitamin E is a potent anti- 
oestrogen, it seemed worth while to administer it to menopausal 
women. The relief of hot flushes and the troublesome head- 
aches of this epoch was early observed, and was commented 
on in a paper read before the Toronto Academy of Medicine 
in 1937.° The observation has never seemed to attract atten- 
tion because the whole gynaecological world appears to be 
quite convinced that oestrogens are the sine qua non at the 
climacteric. 

May I say that I rarely use oestrogens for menopausal 
disorders, that I have treated scores of such women with 
vitamin E, and that I believe my results would compare 
favourably with those of physicians who use oestrogens. 
There is little point in offering a statistical analysis of my 
cases, since, if Dr. Hain’s suggestion is followed, others will 
try this remedy promptly and come to their own conclusions. 
I usually try 10 mg. of ephynal as a daily dose for 7 to 10 
days, and, if that fails, at once increase the dose to 25 mg. 
per day for a time, reducing it later as indicated. 

I notice that Hain and Sym found that vitamin E helped 
a woman with vulvar pruritus. Such patients usually require 
huge daily doses (100 mg. ephynal or even more), exhibit 
no changes for a latent period of at least 10 to 14 days, but 
then many obtain striking relief and visible rejuvenation of 
the vulvar tissues.? Oestrogens not infrequently render the 
discomfort of these women intolerable. May I very earnestly 
recommend a trial of vitamin E for such unfortunates.—I 
am, etc., 

London, Ontario. E. V. SHUTE. 
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In Defence of Nursery Schools 


Sir,—As a nursery-school teacher I have been much dis- 
turbed by the debate on State nurseries which was reported in 
your issue of July 17. I feel that Dr. Helen Mackay has been 
singularly unfortunate in the nurseries she has visited, in which 
she found “a good deal of shouting from tired women, and 
crying from fretful children’; also in which there was a high 
incidence of infection and a low incidence of happiness. These 
facts are not typical of nursery schools, in which I have worked 
for the past 14 years. Surely Dr. Brodie has put her finger 
on the seat of the trouble when she declares that physical 
health is the first consideration, and mental health only comes 
second. Surely, also, Dr. Back discards the remedy for un- 
happy nurseries by stating that nurseries should not be 
developed as part of our educational system? 

Nursery schools are playing a great part in our plans for 
education. They are in charge of teachers fully qualified to 
deal with the physical, mental, emotional, and social needs 
of children aged 2 to 5 years. The day’s routine is carefully 
planned so as to provide all the essentials conducive to the 
health and happiness of the children. Various types of occupa- 
tion and activity give ample scope for their all-round develop- 
ment ; there are no periods in which they “do nothing.” Each 
child is treated as an individual, with a personality which is 
recognized and respected by the staff. The food is well balanced 
and attractive and there is a rest period during the day. When 
the weather is at all suitable the children are out of doors 
as much as possible, having meals, sleep, and play in the 
garden, thus securing the maximum amount of fresh air and 
sunshine. We have found that our children keep fit and 
gain weight steadily after admission to the nursery. Home 
food problems and temper tantrums gradually die away, and 
we have a group of happy contented children, and appreciative 
mothers with whom we are in close and constant touch. I 
would like to add on behalf of those mothers that I have 
visited many of their homes, and I have a great admiration 
for the way they are working. Many are doing full-time work, 
and in very few has the home lapsed into squalor—granted 
there are some women who neglect their homes, but this is 


not chiefly owing to the fact of their being out at work. They 
are the ones who would be slovenly under any circumstances, 
and the ones who struggle hopelessly under bad housing and 
social conditions ; and they are becoming a small minority. 

May I suggest that, in order to improve matters in wartime 
nurseries, the Ministry of Health should seriously consider the 
advisability of giving more financial support for the provision 
of educational equipment, play with which will satisfy the 
natural urges of the child.—I am, etc., 


Scarborough. B. R. ABELSON. 


Fractured Great Toe 


Sir,—Dr. G. N. Taylor (June 12, p. 724) draws attention to 
the fact that fracture of the great toe is the commonest fracture 
in industry. Seven years of experience as an industrial medical 
officer has convinced me that the incidence of this injury can 
be greatly reduced by the use of “safety boots.” 

As Dr. Taylor points out, trephining the nail gives dramatic 
relief from the pain due to subungual haematoma. I have 
found that the best instrument for this purpose is an ordinary ° 
twist drill of small diameter. These drills are always available 
in engineering workshops ; they are easily sterilized by boiling ; 
and, being designed for cutting holes in hard surfaces, they 
will cut through a nail with far less discomfort for the patient 
than an operating knife, which, after all, was designed for an 
entirely different purpose. The method of operation is to rotate 
the drill gently between thumb and index finger.—I am, etc., 

H. M. L. Murray, 


Controller of Welfare, Department of Labour and 
National Service, Melbourne, Australia. 


Food for Nurses 


Sir,—Commenting on the recent revelations respecting hos- 
pital food, a surgeon writes me: “Who would send their 
daughter into nursing with things as they are?” Exactly. 
Posters depicting beautiful girls in uniform will not allure till 
parents realize that hospital conditioning has been everywhere 
upgraded. Here and there feeding may be above reproach, 
but its generally low reputation, in relation to output of energy 
demanded, is now shown to be well founded.—I am, etc., 


Moor Park. ESTHER CARLING. 


Aleukaemic Myeloid Leukaemia 


Sir,—I was much interested in the article by Dr. Della Vida 
and Mr. M. C. Connell (Oct. 2, p. 417). The first case described 
bears certain resemblances to one that I saw and investigated 
about ten years ago. My notes on the case are hard to come 
at at the moment, but to the best of my recollection the 
particulars were as follows. It will be seen that they present 
several features of considerable interest. 

The patient was a solicitor, who stated that whenever, he was 
overworked in the course of two or three years before the 
onset of his present illness a crop of haemorrhagic spots 
appeared on his shins, but these faded if he took a holiday. 
No blood count had ever been made. On examination his 
mental and general clinical features were very like those 
described by Dr. Della Vida, but his spleen was palpable 
though not very large. His total white count was in the vicinity 
of 5,000, and the differential count showed praciically the same 
features as those in the count described in the article. Further 
counts were made at intervals of a week, and later at intervals 
of a fortnight. The patient improved clinically, but his white 
count rose steadily and continuously to 111,000 at the end of 
about eight weeks, the increase being accounted for by an 
increasing proportion of very rudimentary cells, identifiable only 
with difficulty as very immature myeloid cells. 

At this stage the consultant for whom I was working handed 
him back to his G.P., who called in his own pathologist. I was 
stupefied to get a note from him about a fortnight later to say 
that the patient’s blood count was now normal, and that he 
was very much better. I may say that he had had no treatment, 
and the doctor’s letter ended with the ominous note that he 
now had some free fluid in his abdomen. I met the other 
pathologist and compared notes and blood films with him, and 
I don’t think we were either of us surprised to hear that the 
patient had died a fortnight later. No P.M. was possible 
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One is tempted to wonder, judging from his history, whether 
he had been having periodic spells of aleukia with haemor- 
rhages, followed by rising counts of myeloid cells, during the 
whole of the two or three years that the purpura had been 
noticed. I should be very much interested to hear whether 
there is any evidence that such a thing can happen spon- 
taneously. I had previously always imagined that the aleukias 
one saw were the terminal phases of leukaemias, the bone- 
marrow having finally thrown in its hand, and was surprised 
to find that here it had managed, without outside help, to pick 
up again, possibly on quite a number of occasions.—I am, etc., 


Haywards Heath. J. W. SHACKLE. 


The Common Cold 


Sir,—Dr. E. W. Braithwaite’s letter (Oct. 2, p. 433) is of 
interest, but it is necessary to know what is his criterion of a 
“cold.” Is it merely a running at the nose, or does he require 
the presence, in addition to the running nose, of the usual 
constitutional disturbances, however mild, associated with the 
common cold and indicative of its infective ‘origin? If, as 
one suspects, the former is the case, then the condition which 
he describes is that of vasomotor rhinitis (paroxysmal rhinor- 
rhoea), a vasomotor neurosis and a condition well known to 
be influenced by emotional factors. It is, of course, incorrect 
to describe vasomotor rhinitis as in any way being a cold, 
though the layman may find it impossible to distinguish between 
the two, and will refer to it as such if he is himself a sufferer. 

The question of diagnosis may account for Dr. Braithwaite’s 
astounding contention that the specific factor in the common 
cold “is psychological, the microbic one secondary.” The 
whole problem of the common cold is at present so muddled 
that it would seem a great pity unnecessarily to allow con- 
fusion to become worse confounded.—I am, etc., 


BasiL M. MERRIMAN. 


Obituary 


CECIL ROWNTREE, F.R.C.S. 
Consulting Surgeon, Royal Cancer Hospital 


We regret to record the death of Mr. Cecil Rowntree, which 
took place, after an illness of two years’ duration, at his home 
at East Grinstead, Sussex, on Oct. 9. He was in his sixty-fourth 
year. For a quarter of a century or more he had been recog- 
nized as a surgeon of exceptional skill and resourcefulness, 
especially of late years in the field of proctology. He was an 
enthusiastic captain in the fight against cancer, and not only 
by his‘own clinical observations and surgical procedure but 
by his encouragement of other workers in wider research he 
had done as much as any man in his time to assist the progress 
of operations along this extended front. 

Cecil William Rowntree was the son of a London doctor, 
W. G. Rowntree, and was born in 1880. He was educated at 
University College, London, and went on for his medical 
training to Middlesex Hospital, where he held the Murray 
scholarship in #901 and the Freeman and Hetley scholarships 
in obstetrics and in clinical medicine and surgery in 1902. 
He qualified with honours in medicine in that year, and took 
the F.R.C.S. in 1905. It was the Middlesex, even in those 
early years of the century a home of cancer research by the 
experimental methods, which directed his interest in the field 
that was to be his lifelong preoccupation. He was registrar 
in the cancer wards of the Middlesex and research scholar in 
its cancer research laboratory. In 1908-9 he was Hunterian 
professor of surgery to the Royal College of Surgeons ; this 
was also the first year of Sir Arthur Keith’s Hunterian profes- 
sorship. Very soon a number of papers were coming from 
Rowntree’s pen, testifying to his alertness with regard to all 
that had to do with cancer. These appeared in the Surgical 
Reports of Middlesex, of which he was the editor in the 
years 1909-11. He also contributed the section on the treat- 
ment of cancer to Latham and English’s System of Medicine 


in 1912, and in the same year he edited C. H. Leaf’s Cancer 
of the Breast Clinically Considered, a new edition of a small 
work which had been published eight years before. Although 
later on he was known largely as a proctologist, these early 
studies covered a wide range—cancer of the lip and tongue, 
cancer of the breast, x-ray carcinoma, among others. 

For many years Rowntree was on the surgical staff of the 
Royal Cancer Hospital, Fulham Road, ultimately becoming 
its senior surgeon. He retired three years ago at the age of 
60 and became consulting surgeon. He was also for a long 
period honorary senior surgeon to the Woolwich and District 
War Memorial Hospital. Other hospitals with which he was 
associated were the cottage hospitals of Caterham, Erith, and 
East Grinstead. At one time he was a member of the surgical 
staff of the Dreadnought Hospital. During the war of 1914-18 
he served in the R.A.M.C.(T.), reaching the rank of brevet 
major. He was also consulting surgeon to the American Red 
Cross. 

His death will be severely felt in the ranks of the British 
Empire Cancer Campaign, an organization to which he gave 
his best energies. He was a member of its grand council 
and of its executive and clinical research committees. He 
took a large share in the arrangements of the biennial informal 
conferences of cancer workers from all over the country which 
were organized by the Campaign, and of the last of these, held 
in 1939, he was vice-chairman. He seldom came into the 
limelight, but his was the hand very largely directing the 
proceedings. At the council table he was seen at his best, 
entering fully into the exchange of information and experience, 
and both wise and modest in what he put forward. He was 
interested in all that had to do with the combating of cancer, 
not in its surgical treatment only, and he was as keen as 
any on the progress which the various investigators were 
making on physical and chemical lines. His reputation as a 
pioneer whose methods had been tried out and incorporated 
in general surgical practice extended beyond this country. He 
was honorary secretary of the surgical section of the Inter- 
national Conference on Cancer held in 1928, and he repre- 
sented Great Britain in the Union Internationale Contre le 
Cancer, of which he was vice-president and a member of the 
executive. For his work in international surgery he was made 
Officier de l’Ordre de Léopold and Chevalier de la Légion 
d’Honneur. He served as president of the Subsection of 
Proctology of the R.S.M.; he was also a Fellow of the British 
Association of Surgeons, and in the B.M.A., which he joined 
in 1909, he was chairman of the Westminster and Holborn 
Division in 1928-9. 

Rowntree was a man of fine build, in earlier years an 
athlete of distinction, a member of the Ranelagh Club, and 
an expert golfer. He had also a singularly handsome and 
dignified appearance, but one which indicated the kindliness 
of his nature. He was always a most likeable man, more 
interested in the patient than in the case, and most mindful 
of his colleagues and assistants, whose confidence he enjoyed 
to an exceptional degree. 

He married in 1908 Katharine Aylmer, daughter of the 
late Mr. H. Whitworth Jones, and had two sons and one 
daughter. Among his surgical colleagues and a host of workers 
on gancer the’ news of his death will come with a sense of 
personal loss. 


An old friend and colleague writes: The death of Cecil 
Rowntree at the age of 63 closes a long and gallant struggle 
against a cardiac disability which had limited his activities 
for very many years. Many and many a time he carried 
through exhausting programmes of operations in hospital at 
the cost of an oedema which would have made a less resolute 
fighter cry quits. In everything he did a vivid personality, an 
acute brain, and a strong sense of humour were manifested. 
He was an excellent after-dinner speaker—one of the best 
half-dozen among the medical profession in London, certainly. 
He had, as his record testifies, administrative ability of a high 
order besides his gifts as a surgeon. He was too quick ip 
the uptake himself to suffer fools gladly, but only occasionally 
did he allow irritation to be discerned. Before his hair thinned 
it was of an arresting shade of red, which has been inherited 
by some of his family. He leaves a widow, two sons—one of 
whom is doing well in his father’s profession—and a daughter. 
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G. H. EDINGTON, F.R.CS. 
An intimate friend writes: 


While your obituary notice of George Edington supplied a record 
of his appointments and public work, both it and the delightful 
appreciation from a fellow member of the Moynihan Club leave 
much that might be said concerning his many-sided character. All 
his life he was interested in anatomical and embryological problems, 
and many of his writings were either in these fields or dealt with 
their bearing on surgery. I first remember him at the Oxford Meet- 
ing of the B.M.A. in 1904, when he read a paper on cysts in the 
neck, a subject with which his name was already associated. The 
thesis he presented for the D.Sc. in his own university had the 
same bent and was entitled ‘‘ Congenital Occlusions of the Oeso- 
phagus and Lesser Bowel.” In all that Edington said or did he 
was transparently honest, and prcfessional integrity was his watch- 
word. I well recall a contribution which he made at the Dublin 
Meeting of the Association. The subject was the surgical treatment 
of gall-stones, and he had to relate an unusually high mortality 
among his patients, but there was no attempt to explain away or 
gloss over unpleasant facts, and his only concern was to discover 
an adequate reason, and this was always his attitude towards his 
work. Edington had profound faith in his profession and con- 
fidence in its future, and his advice and .encouragement were often 
helpful to young entrants, whom he was never tired of helping. 
Though very loyal to the Western he loved the old Glasgow Royal, 
and the short address on ‘‘ The Soul of a Voluntary Hospital,” 
delivered in 1931 before a lay audience at this hospital, was self- 
revealing and appeared to touch the very core of the subject. His 
early association with Macewen in the old Royal made a lasting 
impression, and many were the stories he had to relate of those 
strenuous days. Edington was a man of culture and was especially 
fond of books, history and biography being favourites. Though 
he was not a ready linguist he was deeply interested in language, 
and etymology was one of his hobbies. He was well versed in 
the story of his own city, and it was delightful to prowl about 
the old places in his company, for there were few he could not 
surround with lore and anecdote. The history of surgery was 
another interest, and he was well versed in the story of the Listerian 
period in Glasgow. In 1928, when president of the Medico-Chirurgi- 
cal Society, he had erected a very suitable memorial to Lister in 
the rooms of the Society, incorporating a fireplace from Lister’s 
accident ward presented by J. H. Teacher, and a plaque of the master 
presented by Sir Hector Cameron. 

Edington was very fond of travel, and those privileged to be 
among his companions always had their journey enriched by his 
knowledge of the history of the places visited and the story of the 
people. The pleasantries with which he could smooth over those 
little inconveniences incidental to travel, even in the luxurious days 
before the war, were always refreshing. His bearing in audience with 
the Pope, in conversation with Queen Ena of Spain, or at a reception 
in the Palace at Warsaw were occasions to be remembered. For 
the writer the happiness of the last meeting of the International 
Surgical Society which took place in Brussels in 1938 was largely 
connected with Edington and his sage observations in keeping 
with the atmosphere of those ominous September days. No one 
had a greater gift for cordiality, and he loved to keep his friend- 
ships warm, often by delightful letters, a timely reprint, or a present 
of some book of mutual appeal. He was most generous, and never 
so happy as when entertaining his intimates. He had quite a flair 
for creating an occasion, as those of us knew who were his guests 
in Glasgow, and he thoroughly understood the art of making one 
feel comfortable and welcome among his friends. — 


CHARLES GIBBS, F.R.CS. 


Mr. Charles Gibbs, consulting surgeon to Charing Cross 
Hospital and for many years senior surgeon to the London 
Lock Hospitals, died suddenly at Thames Ditton Cottage Hos- 
pital on Oct. 5 aged 75. He was well known as a specialist in 
genito-urinary surgery and venereal diseases. 

He was born in London, and entered as a student at Charing 
Cross Hospital in 1885, where after qualifying in 1890 he held 
all the minor appointments, including that of surgical registrar. 
He took the F.R.C.S. in 1893, and was for a time superintendent 
of dissections for the Royal Colleges. In 1896 he was elected assis- 
tant surgeon to Charing Cross Hospital, and later became surgeon 
in charge of the venereal disease department, lecturer on clinical 
surgery and anatomy, and vice-dean of the medical school. 
In the early part of the South African War Mr. Gibbs served 
as senior surgeon to the Langman Field Hospital ; during the 
last war he held a commission as temporary major R.A.M.C.(T.) 
in charge of beds at No. 4 General Hospital. He wrote a 
number of articles on gonorrhoea and other diseases of the 
male reproductive organs for Quain’s Dictionary of Medicine, 
and was one of the first in this country to report the results 


of treatment of syphilis by French and English substitutes for 
salvarsan. He had joined the B.M.A. as long ago as 1892, and 
was vice-president of the Section of Venereal Diseases at the 
Newcastle Annual Meeting in 1921. 


Mr. J. JOHNSTON ABRAHAM writes: 


Having secured many scholastic honours as a student Charles 
Gibbs proved an active and popular lecturer at the Medical School 
of Charing Cross Hospital, and finally retired in 1928, by that time 
having become senior surgeon. He was elected assistant surgeon to 
the London Lock Hospitals in 1897, and full surgeon in 1907, and 
was still in active work there as senior surgeon at the time of his 
death, a period of forty-six years of service to this old charity which 
is probably unique. In.1899 he volunteered for service in the Boer 
War and was attached as senior surgeon, with the rank of captain, 
to the Langman Hospital, having Conan Doyle as a medical colleague. 
In the 1914-18 war he served as a Territorial officer, receiving in 
1919 a letter of thanks from ‘the General Officer Commanding 
London District for “his valuable and devoted work at the 4th 
London General Hospital during the past four years.” He became 
a member of the Pewterers Company in 1889, and served as its 
Master in 1928. Gibbs was a magnificent teacher. His classes for 
the finals in surgery of the College and London University were 
always crowded. Many old Charing Cross men will remember with 
gratitude the clear coaching on essentials they obtained from him, 
for he was a master of exposition. A man of retiring and modest 
disposition, he was entirely wrapped up in his professional pursuits 
and family life. He never quite recovered from the death of his 
wife in 1940; and he now leaves a son and daughter who, though 
mourning their loss, are devoutly thankful that, having worked all 
his life to relieve the sufferings of others, he was spared himself 
from the trials of a lingering illness. 


The sudden death of Dr. RONALD MACKINNON at Oldham on 
Aug. 31 came as a shock to a wide circle of friends and patients. 
Born in 1881 in the village of Staffin in the Isle of Skye, he was 
educated at Inverness Academy and qualified from Glasgow 
University, M.B., Ch.B., in 1904. Thereafter began his long 
training for the competent all-round physician he later proved 
himself to be. Besides assistantships he held resident appoint- 
ments in Oakbank and Duke Street Hospitals, Glasgow, Isling- 
ton Infirmary, Sheffield Royal Infirmary, and Leeds City Fever 
Hospital. Having joined the R.A.M.C. Special Reserve shortly 
after qualification he was only three months settled in his 
Oldham practice when he was called up in August, 1914. He 
served in France till the end of the war. When he returned 
to Oldham and resumed his practice it soon began to increase, 
and continued to increase until the attempt to cope with the 
work, latterly single-handed, overtaxed his strength and 
shortened his days. From 1920 on he was honorary patho- 
logist to Oldham Royal Infirmary, and he published articles 
including “ Post-mortem Findings in a Case of Exophthalmos ” 
and “ Rupture of Aortic Aneurysm in a Young Woman.” His 
interest in the military aspect of the profession did not cease 
with his age-retirement as major, R.A.M.C., S.R. When the 
Home Guard was formed he joined up again and became the 
M.O. of the local unit. A busy professional life did not leave 
much leisure for the cultivation of hobbies, but Ronald 
Mackinnon was a keen student not only of the history of his 
clan, of whose military and ecclesiastical attainments he was 
soberly proud, but also of the language, literature, and music 
of the Highlands. When in 1930 a Manchester branch of the 
Comunn Gaidhealach was formed, he was unanimously elected 
its first president, and to the end its interests were very near 
his heart. But his professional work always came first 
Endowed with a pleasant manner and a quiet wit that never 
wounded, of the highest personal character, popular with his 
colleagues, skilled, conscientious, and painstaking, he was an 
ideal family practitioner, trusted alike as physician and coun- 
sellor. The affection in which he was generally held was shown 
on the day of the funeral service by the overflowing congrega- 
tion and by the crowds which lined the streets. He was buried 
in his native Isle of Skye, where he rests in the shadow of the 
hills which he loved so well.—N. M. 


With the death of Dr. FREDERICK MACPHERSON TRAILL SKAP 
there has passed away a member of a family who made their 
mark upon mental science in former generations. Dr. Skae 
was a grandson of the late Dr. David Skae, physician-superin- 
tendent of the Royal Morningside Asylum, Edinburgh, who 
introduced into that institution many reforms and ideas new 
in his day. His father, the late Frederick W. A. Skae, 
Inspector-General of Asylums and Hospitals, New Zealand. 
organized the mental hospitals and afterwards the general hos- 
pitals of the Dominion. Dr. F. M. T. Skae was for some time 


assistant to the late Sir John Macpherson in the Stirling District 
Mental Hospital, and later went to the Federated Malay States. 
where he spent some years as a general practitioner. He 
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returned in Scotland and served during 1914-19 in. the Orkney 
R.G.A. In 1922 he was appointed assistant to Prof. Yule 
Mackay at University College, Dundee, and to Prof. Rutherford 
Dow, a post which he held until 1941. 


Dr. J. N. Lecce PAuLLey died on Sept. 1 at Cheltenham. 
where he had lived since retiring from active work in 1922. He 
was born at Tollard Royal, Wilts, on Dec. 22, 1855, and was 
educated at Westminster Grammar School and St. Bartholo- 
mew’s Hospital ; he qualified M.R.C.S. in 1877 and took the 
L.R.C.P.Ed. in the following year. He then went to practise 
at Pulham Market, Norfolk, and was medical officer for the 
4th District of the Deepwade Union from 1883 to 1919, in 
which year he was made a J.P. for the County of Norfolk. 
Dr. Paulley joined the B.M.A. in 1883 and remained a member 
after his retirement. He had always been on good terms with 
his colleagues in Norfolk and liked to meet other medical men 
socially at the monthly meetings of the Gloucestershire Branch. 
Almost to the end of a long life he made a point of reading the 
B.M.J. every week. His recreations were gardening and chess. 


The medical profession in the West Riding, and especially of 
Keighley, has lost an outstanding personality by the death of 
Dr. J. E. H. Scott on Sept. 7. He studied medicine at Leeds 
and graduated M.B., Ch.B.Vict. in 1899. On his retirement 
from active service in 1936 Dr. Scott, by that time honorary 
consulting surgeon to the Keighley Victoria Hospital, was pre- 
sented with a wallet and a cheque from the panel practitioners 
of the Keighley district, in token of appreciation of his services 
given during 21 years as their representative on the West Riding 
Panel Committee. He was then co-opted as a member of that 
committee, which had always greatly appreciated his opinions 
and suggestions. Dr. Scott joined the B.M.A. in 1912, was 
chairman of the Bradford Division in 1924-5, and served for 
two long periods on the National Formulary Subcommittee at 
headquarters. When war came he emerged from retirement to 
relieve the pressure upon his colleagues. 


We regret to record the death on Sept. 8 at his home in 
Stanley, Perthshire, of Dr. RoBERT BURGESS, who was for many 
years a staunch and active worker for the British Medical 
Association: He studied medicine at the University of Aber- 
deen, graduating M.B., C.M. in 1893, and after holding posts 
as clinical clerk in the ear and throat department of the Edin- 
burgh Royal Infirmary and junior house-surgeon at the 
Huddersfield Infirmary set up in general practice at Stanley, 
where he became medical officer for the Parishes of Kinclaven 
and Moneydie, joint medical officer for Auchtergaven, M.O. 
to the Post Office, and certifying factory surgeon. Dr. Burgess 
joined the B.M.A. in 1900, represented his Division at the last 
Glasgow Meeting, and was president of the Perth Branch in 
1922-4. From 1937 to 1940 he was a member of the Scottish 


Committee. 


We regret to announce the death of Dr. GEoRGE HENRY 
PATTERSON on Sept. 12, within a few days of attaining his 
eighty-seventh birthday. Born on Sept. 14, 1856, he received his 
medical education at St. Bartholomew’s Hospital, taking the 
M.R.C.S. and L.R.C.P. in 1879 and the D.P.H. in 1896. After 
holding various house appointments at St. Bartholomew's and 
elsewhere he settled in Dalton-in-Furness, where he engaged in 
general practice. In 1886 Dr. Patterson became part-time 
M.O.H. of Dalton Urban Sanitary District and in 1898 whole- 
time M.O.H. of the Ulverston Combined Sanitary District. 
comprising the Urban and Rural Districts of Ulverston and 
the Urban Districts of Dalton and Grange-over-Sands, with a 
combined population of some 43.000 and an area of 220 square 
miles. Thus he acted as M.O.H. for a period of no less than 
56 years. It is given to few men to hold office for such a long 
period, yet Dr. Patterson made the most of his opportunities 
and continued to render active service up to the very end. 


We regret to announce the death on Sept. 14 in Kensington 
of Dr. HANNAH PERRY ANDERSON, widow of the late Prof. 
Richard John Anderson, M.D., of Queen’s College, Galway. 
and Newry, Co. Down. She was the daughter of the late 
Samuel Perry of Belfast, and received her education at Victoria 
College, Belfast, at Queen’s College, Belfast, at University 
College, Galway, and at the Richmond Hospital, Dublin. She 
graduated B.A., M.B., B.Ch. of the National University of 
Ireland in 1918. Her first appointment was that of assistant 
M.O.H. for Huddersfield, and then after three years as senior 
resident physician at the Bermondsey Medical Mission. She 
was appointed in 1923 medical registrar at the London Temper- 
ance Hospital and M.O. to the ante-natal clinic, Archer Street 
Welfare Centre. Dr. Perry Anderson joined the B.M.A. 


immediately after qualification and served as a Representative 
at thirteen consecutive Annual Meetings, the last being in 
Aberdeen in 1939. 
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The Services 


CASUALTIES IN THE MEDICAL SERVICES 
Died at Sea.—F\. Lieut. K. W. Monks, R.A.F.V.R. 
Wounded.—Watr Subs. Capt. G. Byrne, R.A.M.C. 


DEATHS IN THE SERVICES 


Surgeon Rear-Admiral Sir THOMAS DESMOND GIMLETTE, 
K.C.B., R.N., died on Oct. 4 at Epsom shortly before attain- 
ing the age of 86. He belonged to a family with naval tradi- 
tions, for his father was Fleet-Surgeon Hart Gimlette, R.N. (the 
Navy List of just before the present war shows the name of 
Surgeon Commander C. H. M. Ginlette, who may also belong 
to the same family). Thoms; Gimlette was educated at 
St. Thomas’s Hospital, qualified in 1878, and held many im- 
portant posts in the Navy, i:cluding charge of the Royal Naval 
Hospital at Hong Kong in 1904-7, and of the Hasiar Royal 
Naval Hospital 1908-11: he retired in 1913. He saw active 
service in Egypt in 1882, in the Sudan in 1884, was mentioned 
in dispatches, and received two medals and two clasps. He 
was medical officer to an admiral during a mission to Abyssinia 
in 1884. In 1887 he was awarded the Gilbert Blane gold 
medal, and in 1901 was promoted to be Deputy Inspector- 
General, Hospitals and Fleets. On the outbreak of war in 
1914 he returned to active employment as Admiralty recruit- 
ing officer at headquarters. He was made a C.B. in 1907 and 
advanced to K.C.B. in 1911. He thus had a long and distin- 
guished career and lived to enjoy a well-earned retirement. 
He was twice married, and by his first wife he had two sons. 


Medical Notes in Parliament 


Sir ERNEST GRAHAM-LITTLE was elected chairman of the 
Parliamentary Committee in succession to the late Sir Francis 
Fremantle at a meeting of the committee on Oct. 13. 


The A.R.M., the Government, and Assumption B 


Sir E. GRaHAM-LITTLE inquired on Oct. 14 whether the 
Minister of Health knew that the Representative Body of the 
B.M.A. had, in 1942 and 1943, recorded almost unanimous 
opposition to the establishment of any whole-time salaried 
State Medical Service and to the extinction of private practice, 
as proposed in Assumption B of the Beveridge report ; that 
similar opposition had come from numerous plebiscites of the 
profession ; and whether he still adhered to his declaration at 
Westminster Hospital on Oct. 4 that the Government had 
accepted Assumption B and was engaged in putting its pro- 
visions into operation. Mr. ERNEST BROWN said the answer to 
the last part of the question was “ Yes.” If Sir Ernest would 
look again at Assumption B he would find that it did not 
contain the particular proposal which he described, nor did 
it purport to deal at all with the method of organizing the 
new service. Mr. Brown added that he had never said _ the 
matter had been determined already and that it was being 
put into operation. 

Dr. RUSSELL THOMAS remarked that 90°. of the profession 
had already turned down the matter. 


Representative Committee’s Discussions 


Sir E. GRAHAM-LITTLE also asked on Oct. 14 whether before 
publishing the promised White Paper on health services Mr. 
Brown would afford opportunity to the committee appointed 
at his request to represent the medical profession to discuss 
these services, not on the basis of any preconceived plan, but 
from the ground, in accordance with the undertaking given by 
him in these terms in March, 1943, which had not hitherto 
been kept, and the continued breach of which had caused 
resentment in the medical profession. Mr. BROWN said he 
could not accept this version of what had so far taken place. 
He intended to adhere to the procedure which he announced 
at the outset. 

Ophthalmic Research at Oxford 


On Oct. 12 Mr. THORNE asked the Financial Secretary to the 
Treasury whether: the Government proposed to give a grant 
towards the £250,000 research station to be built at Oxford 
for eye research. Mr. ASSHETON said he had seen the public 
appeal recently made for £250,000 to build, equip, and endow 
the research laboratories of a Department of Ophthalmology at 
Oxford University. No question of Government aid towards 
the cost of this scheme had been raised; if it were it would 
no doubt have to be considered along with the other post-war 
needs of the universities. 
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Serving Doctors and the White Paper 

Dr. RUSSELL THOMAS asked what steps Mr. Brown had taken 
to ascertain the views of doctors serving in the Armed Forces 
in this country and abroad on the future of medical practice. 
Mr. BROWN answered that he was alive to the need for this, 
but the appropriate time would be when the White Paper had 
been issued as the basis for public discussion. Dr. RUSSELL 
THOMAS suggested that no steps had been taken to ascertain 
the views of about 30,000 doctors connected with the Armed 
Forces. Dr. SUMMERSKILL asked whether Mr. Brown had 
taken advice only from the older doctors and not from the 
younger ones in the Services. Mr. BROWN repeated that the 
proper time would be when the White Paper was before 
Parliament. 

Treatment of Leprosy in Central Africa 

On Oct. 12 Sir E. GRaAnAM-LITTLE asked the Parlia- 
mentary Secretary to the Ministry of War Transport if he was 
aware that the universities mission to Central Africa had been 
frustrated in the treatment of leprosy by the lack of essential 
drugs from India, which were held up by shipping restrictions, 
resulting last year in the closure for from four to seven months 
of all centres conducted by the mission. Mr. Noe BAKER said 
that the drug in question was hydnocarpus oil, supplies of 
which had hitherto been obtained by the mission from local 
medical officers in Tanganyika Territory. Recent inquiries 
addressed to Tanganyika Territory showed that supplies of this 
oil were now being received from India and were now 
adequate. He had no information in support of the sugges- 
tion that the difficulties last year were due to shipping. 

Hospital Accominodation in African Territories 

Mr. Emrys-Evans informed Major Lyons on Oct. 12 that 
the numbers of beds available for Africans in Government 
hospitals in the High Commission Territories were: Basuto- 
land 254, the Bechuanaland Protectorate 128, and Swaziland 
44. The ratio of beds to population was 1 to 2,600 in Basuto- 
land, 1 to 2,076 in the Bechuanaland Protectorate, and 1 to 
3,483 in Swaziland. If the beds available in the mission 
hospitals, most of which were Government-grant-aided, were 
included, the ratios were 1 to 2,000, 1 to 1,067, and 1 to 1,783 
respectively. Plans for the further development of the medical 
services in the three Territories, to be undertaken as soon as 
conditions allowed, were being considered. 


Discussion of Table 
In England and Wales notifications of scarlet fever rose by 184, 
of whooping-cough by 103, of acute pneumonia by 53, and of 
dysentery by 67. Those of diphtheria fell slightly by 33 cases, 
and there was one case fewer of measles than in the preceding 
‘week. 

For the sixth consecutive week there has been a steep rise 
in the incidence of scarlet fever, this being higher during the 
past quarter than in any recent third quarter. The largest 
increases during the week were in Yorks West Riding by 34. 
in Middlesex by 31, in Warwickshire by 26, and in London 
by 22 cases; the only drop of any size was in Lancashire, by 
27 cases. 

The local distributions of measles, whooping-cough, and 
pneumonia remained fairly constant. The largest variation in 
the trend of diphtheria was a decrease in Lancashire by 36. 

In Scotland notifications of scarlet fever rose by 44, diph- 
theria by 25, and measles by 11: those of whooping-cough fell 
by 27. The incidence of dysentery was lowered for the fourth 
consecutive week, but the disease was still widespread; 62 
cases were reported from nineteen areas, the most important 
centre of infection being Glasgow with 15 notifications. 

Dysentery 

Recent notifications of dysentery have been high. The 337 
cases recorded this week constitute the largest total for any 
week since Dec., 1937. Notifications for the past seven weeks 
number 1,736. During the corresponding periods of 1939 and 
1938 there were 208 and 234 cases. . The largest rises during 
the week were in London from 42 to 91—Lambeth 39, St. 
Marylebone 10 (the remaining cases were contributed by 
eighteen boroughs). In Kent the returns went up from 36 to 
57—Gravesend M.B. 21, Rochester M.B. 10, Malling R.D. 12; 
in Essex, notifications rose from 7 to 33 (Walthamstow M.B. 
29), and in Lancashire from 15 to 42 (Blackburn C.B. 11, 
Prestwick M.B. 13). 

The Week Ending October 9 

Notifications of infectious diseases during the week in 
England and Wales included: scarlet fever 3,249, whooping- 
cough 1,481, diphtheria 732, measles 581, acute pneumonia 
557, cerebrospinal fever 30, dysentery 263, paratyphoid 8, 
typhoid 9. 


EPIDEMIOLOGY SECTION 


No. 39 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Oct. 2. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease. 
are for: (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


' 1943 1942 (Corresponding Week) 
Disease 


@ Ol @ 


Cerebrospinal fever .. 30, 3) 6} 67] tol 3 


Diphtheria 724| 26| 192} 60} 28} 43] 200! 72) 26 
Deaths 10 1 


Dysentery 337, 62) —| — 19) 36 — | — 
Deaths we —j— 


Encephalitis lethargica, 
acute 


Erysipelas 63 6 1 53 4 4 


Infective enteritis or 
diarrhoea under 2 
years 74 97 
Deaths 69; 10) 20) 26) 12 72 6| 19) 23 8 


Measles .. 465} 32; 42) 14 1} 3,801) 223) 185} 13} 28 


Ophthalmia neonatorum 80 3 
aths 


Pneumonia, influenzal* 409} 16; 18' 2% S08! 19) — 1 
Deaths (from influ- | H 
enza) 


Pneumonia, primary .. | 155! 8 13 


Polio-encephalitis, acute 
aths Be 


Poliomyelitis, acute .. 13 2 33) 4 3} 21 1 
aths 1 


Puerperal fever 4 — 2); — 


N 
a 
| 


Puerperal pyrexiaf 143} 12). 20| 1 
Deaths 


Deaths 


Scarlet fever .. .. | 2,956} 282) 381} 45 


Typhoid fever .. a 7 1 3 4 5 6 1 a-Th St 


Typhus fever .. 
Deaths 


Whooping-cough .. | 1,583] 106; 140) 32) 13 
Deaths 10; 1 


Deaths (0-1 year)... | 316, 38 39 337, 41, 63; 41, 28 
Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) .. | 3,915) 571) 551} 167 3,740} 548) 189) 104 
Annual death rate (per 
1,000 persons living) 12:4) 11-0) § 12-3} 12-6} § 


Live births .. | 6,387) 757} 866} 451 6,200} 713) 845) 426) 265 
Annual rate per 1,000 
persons living ae 17-7| 29-6) § 17-5] 28-4) § 


Stillbirths 205; 24) 36 201; 32) 27 
Rate per 1,000 total 
births (including 
stillborn) .. aie 


* Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 

t Includes puerperal fever for England and Wales and Eire. 

t Includes paratyphoid A and B. 

§ Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Universities and Colleges 


Letters, Notes, and Answers 


UNIVERSITY OF CAMBRIDGE 


At a Congregation held on Oct. | Dr. J. A. Venn, President of 
Queens’ College, resigned the office of Vice-Chancellor, and Dr. 
T. Shirley Hele, F.R.C.P., Master of Emmanuel College, was 
admitted to the office for the year 1943-4. The outgoing Vice- 
Chancellor in the course of his address to the Senate referred to the 
vacation by Dr. John A. Ryle of the Regius Chair of Physic on 
appointment to the Professorship of Social Medicine at Oxford, 
and wished him every success. 4t had been hoped, he said, that, 
despite grave difficulties arising from war conditions, at least two 
or three more appointments to vacant Professorships could have 
been effected, but circumstances arose that made postponement 
necessary. ‘‘I would, however, express the strongest hope that 
further elections will be made in the coming year, for it is really 
essential that certain large and very active departments associated 
with some of the 17 chairs that are now vacant should be thus 
strengthened. Foremost among them I would place the department 
of medicine, which is so closely involved not only with the pro- 
posed regionalization (or, dare I say, nationalization?) of the pro- 
fession but also with the status of Addenbrooke’s Hospital. The 
appointment of a successor to Dr. Ryle would, on all grounds, be 
most welcome.” Finally, in welcoming the incoming Vice-Chancelior 
he said of Dr. Hele: “* He comes into office at such a turning-point 
in the world’s history that—it seems almost certain—to him must 
fall the opportunity of guiding the University in the difficult days 
of reconstruction and expansion. Possessing all the essential qualities 
of heart and of head, he carries with him our best wishes for the 
successful outcome of that great task.” 

Dr. A. C. Chibnall, F.R.S., the new Sir William Dunn Professor of 
Biochemistry, has been elected into a Professorial Fellowship at 
Clare College, and Dr. R. A. Fisher, F.R.S., Arthur Balfour Pro- 
fessor of Genetics, has been elected into a Professorial Fellowship 
at Gonville and Caius College, of which he is a former Fellow. 

A course of eight lectures on ‘Science in the Sixteenth and 
Seventeenth Centuries ” will be given on Saturdays at 12 noon during 
next Lent term. Details will be announced later in the University 
Reporter. These lectures are open without fee to all members of 
Cambridge and London Universities or of Girton and Newnham 
Colleges. 


Medical News 


The subject of Miss Margery Fry’s Chadwick Lecture, to be given 
at the London School of Hygiene and Tropical Medicine, Gower 
Street, W.C.1, on Oct. 26 at 2.30 p.m., will be “ Ill-health and IIl- 
doing.” 

Dr. J. W. Brown will give the Bradshaw Lecture at the Royal 
College of Physicians on Nov. 4 at 2.15 p.m., and his subject will 
be the interauricular septal defect. 


Mr. H. S. Souttar, C.B.E., F.R.C.S., will deliver the Bradshaw 
Lecture on “ Physics and the Surgeon,’ at the Royal College of 
Surgeons of England, Lincoln’s Inn Fields, W.C., on Thursday, 
Nov. li, at 3.15 p.m. Students and others who are not Fellows 
or Members of the College will be admitted on presenting their 
private visiting cards. 


At a meeting of the Medico-Legal Society to be held:at Manson 
House, 26, Portland Place, W.1, on Oct. 28, at 4.30 p.m., a joint 
paper will be read by Dame Louise McIlroy and Mr. D. Harcourt 
Kitchin on ‘“‘ Medico-Legal Problems in the Treatment of Venereal 
Diseases.” 

A meeting of the Eugenics Society will be held on Tuesday, 
Oct. 25, at 5.30 p.m. in the rooms of the Royal Society, Burlington 
House, Piccadilly, when Dr. A. Spencer Paterson will speak on 
“The Size of the Family of the Business, Professional and Titled 
Classes,” with Lord Horder in the chair. Further meetings will 
take place on Nov. 16, Dec. 14, Jan. 18, and April 18, at the 
same time and place. 


The centenary meeting of the Royal Anthropological! Institute will 
be held on Saturday, Oct. 30, at 11.15 a.m., at the Royal Society. 
Burlington House, under the presidency of Prof. J. H. Hutton. 
C.ILE., D.Sc. Sir John L. Myres will give the opening 
address on “‘ A Century of Our Work.”’ Lord Hailey will give an 
address on the role of anthropology in colonial development, at 
1.30 p.m. At 3 p.m. the future of anthropology will be discussed 
at the Royal Anthropological Institute, 21, Bedford Square, W.C.1, 
by Mr. G. M. Morant, D.Sc. (physical anthropology), Prof. V. G. 
Childe (archaeology). Mr. R. U. Sayce, M.Sc. (material culture), 


and Mr. R. Firth, Ph.D. (social anthropology). 
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LonpDon, W.C.1. 
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ANY QUESTIONS ? 


Putrefactive Dyspepsia 


Q.—What is a probable cause of stools (in a male of laie middle 
life but otherwise fairly healthy) being chronically for a year or two 
past of the consistency of adhesive clay (but of normal, not “ clay” 
colour), and therefore causing a daily and troublesome difficulty in 
evacuation? There is a general lack of “‘ tone”’ throughout the 
body, but how does this affect—if it does—a deficiency in natural 
lubrication of the stools? The lack of tone is so marked that 
** postural”’ giddiness and semi-blackouts after any exertion, such 
as walking rapidly upstairs, are frequent. Heart and blood pressure 
fairly normal. 


A.—Adherent, viscous stools are described in intestinal putrefactive 
dyspepsia and in colitis. The physical basis of this adhesiveness is 
not known, but it is not due to mucus or fat in excess, for these 
make the stools slippery and easy to emulsify with water. The 
onset of putrefactive dyspepsia is probably due primarily to too 
rapid emptying of the stomach and small intestine, which may be 
related to the lack of ‘‘ tone’? elsewhere. A careful microscopical 
and chemical examination of the stools should be made, with special 
reference to bacterial flora, water content, hydrogen-ion concentra- 
tion, excess of fat, and, if possible, organic acids and ammonia 
(Goiffon, R., Manucl de Coprologie Clinique, 3rd edition, 1935). 
If the diagnosis of putrefactive dyspepsia is confirmed by the 
presence of an alkaline stool with excess of ammonia and putre- 
factive organisms, the condition should be treated by a lacto- 
vegetarian diet. Carbohydrate fermentation should be promoted by 
the use of lactose or preferably uncooked rice starch, half a tea- 
spoonful at meal times. A fractional test meal should also be 
performed and hydrochloric acid prescribed if achlorhydria is found. 
One of the vegetable mucilage aperients, such as psyllium seeds, of 
which there are several elegant proprietary preparations, would also 
be useful, particularly if the water content of the stool is subnormal. 


Achalasia in a Man of 60 

Q.—I shall be grateful for advice on the treatment of a trouble- 
some case of achalasia (cardiospasm) in an otherwise healthy man 
of sixty. 

A.—The treatment of achalasia by drugs has been discussed in 
answer to a previous question (Aug. 7, p. 189). The simplest and 
most effective treatment of achalasia is undoubtedly Hurst’s mercury 
bougie, which should be passed immediately before all meals for a 
fortnight and thereafter at- gradually increasing intervals according 
to the degree of freedom from symptoms. If there is any oesophagitis, 
the diet should be fluid for the first fortnight. Half a pint of 
water should be drunk about 10 minutes after food to wash out 
the oesophagus, and this habit must be continued even after regular 
use of the bougie is no longer necessary. Operative treatment is 
not desirable except in the rare cases in which the oesophagus 
becomes elongated and kinked and the bougie cannot be passed. 
It may then be necessary to dilate the sphincter manually after 
opening the stomach. 

Safety of Milk 

Q.—Can a householder obtain reliable information as to the 
bacteriological safety of the milk he is compelled to purchase under 
the zoning order? What steps should he take to secure a test? 


A.—If the milk is sold under the designation ‘‘ Pasteurized ”’ or 
“*Tuberculin Tested (Pasteurized),’’ there is reasonable assurance 
that it will not contain pathogenic micro-organisms. If it is 
designated ‘“ Tuberculin Tested” or “ Tuberculin Tested (Certi 
fied),” it is very likely to be free from tubercle bacilli. Otherwise 
it cannot be regarded as safe—and this applies whether the milk 
is sold as “ Accredited ” or as ordinary commercial milk. If the 
purchaser wishes to have a test done he must arrange for it privately 
at a laboratory which tests for fees, and the cost must be defrayed 
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by the purchaser himself, but the result of the examination of 
one sample is of little value for arriving at a conclusion as to the 
safety of milk. If he wishes to obtain from the vendor under the 
zoning order one of the designated milks mentioned above, and 
if he cannot get satisfaction, he should make representations to 
the Divisional Food Officer for the area in which he resides, and 
he might also draw the attention of the local medical officer of 
health to the state of affairs. Apparently there is no firm obliga- 
tion upon a vendor to obtain and supply such a milk when it is 
demanded. The whole position is very unsatisfactory, but it may 
be improved by the measures for compulsory pasteurization in 
large towns (except for certain milks sold under other designations) 
which the Government proposes to put before Parliament. 


Pleuro-pericardial Rub 

Q.—-Seven months ago a soldier aged 25 reported sick with severe 
substernal pain of sudden onset, extending from the epigastrium 
to the root of the neck. It was aggravated by exertion. His pulse 
rate was 104, temperature 99° F. The outstanding feature was a 
very loud and typical pericardial friction sound, triple in character, 
and asynchronous with the heart sounds. I had little doubt that 
this patient had acute. pericarditis, and the intensity of the pain 
necessitated morphine during the night. Next morning the pain 
was much improved, and the friction sound only just audible. On 
admission to hospital this physical sign had disappeared, and was 
never heard subsequently. An x-ray of the chest was normal. He 
returned to full duty in 10 days. He remained well until ten days 
ago, when he again reported sick with a similar precordial pain, 
and the same adventitious sound was heard. The pain and sound 
varied with posture, both disappearing in the semi-recumbent posi- 
tion: it was loudest when the patient lay flat. He was taken to 
hospital as quickly as possible, but again the friction sound dis- 
appeared on arrival. X-ray examination of the chest was again normal 
apart from “ slight exaggeration of the lung markings in the right 
base.” An E.C.G. was normal in all four leads. The sedimentation 
rate was 7 mm. in the first hour and 21 mm. in the second, with an 
average of 8.75 mm. The pain improved in a few days, and apart 
from slight dyspnoea and pain at the base of the neck on exertion, 
the patient again appears well. He says he has suffered neither from 
rheumatism nor from chest trouble. 

I would be glad if any light could be thrown on the pathology 
of this condition, as I find it difficult to reconcile these transient 
attacks with the usually more serious implications of a pericardial 
rub. Could this man safely continue at werk without further 
investigation or restriction ? 


A.—It may have been a severe local inflammation of the pleural 
fold in front of the pericardium, producing a pleuro-pericardial rub. 
Acute pericarditis seldom causes such severe pain—a contrast with 
pleuritis—and the normal electrocardiogram is much against involve- 
ment of the pericardium or the heart itself; so is the rapid and 
complete recovery. A pleuro-pericardial rub is not invariably 
influenced by respiration, though usually it is. Bodily movement 
would be expected to have some effect upon the pain. "If pleuro- 
pericarditis is the explanation, the aetiology might not be related 
to any serious or known infection, but it would be well to limit 
physical activity for some weeks and to re-examine him monthly 
for a time. 

Hyperemesis of Pregnancy and Rh Factor 


Q.—Has the Rh factor any bearing on severe hyperemesis in a 
3-para? The first child (female) was normal at birth, but there was 
jaundice and haemorrhage of the newborn in both the other children. 
The first of these (male) died, having been treated by injections of 
the mother’s blood. The second (female) recovered, following treat- 
ment with vitamin K, 1 c.cm., and father’s blood, 10 c.cm. Would 
vitamin K help the hyperemesis in the event of a fourth pregnancy ? 
If not, what measures are advocated ? 


A.—Although toxaemia of pregnancy appears to be common in 
cases of the Rh incompatibility between mother and foetus, there 
is no evidence that hyperemesis is especially frequent in such cases. 
The history in this family is suggestive of Rh or similar incom- 
patibility, since neonatal jaundice is characteristic and haemorrhagic 
manifestations are also rather frequent in babies suffering from 
icterus gravis. The Van den Bergh reaction is usually of direct 
Positive type in icterus gravis, indicating that the icterus is not 
purely haemolytic but is associated with a degree of liver damage. 
This tends to lower the infant’s prothrombin level below the nor- 
mally low values of the neonatal period, and an increased tendency 
to haemorrhagic disease of the newborn might be expected. Recent 
work, however, indicates that the haemorrhagic tendency is some- 
times the result of the haemolytic process itself, and in such cases 
vitamin K would not necessarily be effective. 

In this family the blood of the parents should be tested for the 
Rh factor and that of the mother for any abnormal agglutinin; if 
the mother is found to be Rh-negative and the father Rh-positive, 
the recurrence of trouble in any future pregnancy should be antici- 
pated, even in the absence of demonstrable anti-Rh agglutinins, and 
preparations should be made to treat the infant prophylactically by 


the intravenous transfusion, immediately after birth, of Group O 
Rh-negative blood. The administration of vitamin K to the mother 
shortly before parturition would tend to correct the deficiency of 
prothrombin in the child’s blood, but in Rh cases this is probably 
not the whole story, and transfusion is more likely to be effective 
in controlling the haemorrhagic tendency. For further details about 
such transfusions consult the M.R.C. pamphlet (see Journal, July 10, 
1943). 

There is nothing to indicate that vitamin K would be of value 
in the treatment of hyperemesis gravidarum, but it might be given 
purely empirically. Prophylactic treatment by a low-protein-and- 
fat diet rich in carbohydrates and with abundant fluids should be 
tried, but if hyperemesis occurs in a severe form the patient should be 
removed to hospital and glucose given intravenously. 


Sensitivity to Sulphanilamide 

Q.—Can you suggest a scheme of dosage to desensitize a patient 
who is allergic to sulphanilamide? He has been supplied with this 
tablet on several occasions on account of streptococcal tonsillitis. 
but each time he has developed urticaria, and on one or two 
occasions angioneurotic oedema. The streptococcus itself does 
not appear to be the cause of the allergic response, since when 
purely local and symptomatic treatments are employed there is no 
urticarial reaction. 


A.—It is practically impossible to desensitize patients who are 
drug-sensitive, getting asthma or urticaria on its ingestion, though 
some success can be achieved in cases of contact dermatitis due 
to chemical substances. In this case the following suggestions may 
be helpful: (a) Make sure the reaction is to the sulphonamide and 
not to some aspirin taken at the same time, aspirin being the com- 
monest drug causing sensitivity manifested by urticaria. (b) Use 
another drug with a similar action—e.g., penicillin when available 
(c) Use other members of the series with as different a chemical 
make-up as possible, as the cause of the trouble is usually some 
special chemical radical. For example, people sensitive to quinine 
are usually only sensitive to the laevorotatory alkaloids, and hence 
can take quinidine. There seems to be a fair choice of sulphon- 
amides at the moment to try. 


Amphetamine in Narcolepsy 

Q.—A man of 35, otherwise healthy, has been discharged from 
the Forces on account of narcolepsy. He has from one to four 
seizures daily, with an occasional clear day or week; they may be 
precipitated by emotion, but as a rule occur without apparent cause. 
They are completely controlled by amphetamine (benzedrine) sul- 
phate, 30 mg. after breakfast and after lunch, with 10 or 20 mg. 
after tea. A reduction of this dose appears to be ineffective. Can 
this heavy dosage be maintained indefinitely with safety? How is 
amphetamine eliminated, and what are its deleterious effects? He 
has been informed that the dosage can be reduced by taking thyroid 
at the same time; is this so? 


A.—The doses necessary in this case are rather high and their 
effects should be carefully watched, but larger doses have been 
given for at least 6 months without apparent serious harm. The 
obvious effects of overdosage are sleeplessness, excitement, tremors, 
and delirium. Loss of weight and anaemia are signs of danger. 
Aplastic anaemia has been recorded after the administration of 
190 mg. in 19 days (B.M.J., 1937, 2, 615). The drug is partly 
destroyed in the body, but about half of it appears in the urine in 
the course of a day or two after a single dose. The suggested 
effect of thyroid is doubtful. 


Recurrent Erysipelas 


Q.—A lady aged 55 has had four attacks of erysipelas during the 
past three years; the interval between the last two attacks was only 
six weeks. It begins in the same place each time—the left side of 
the face near the ear—and apparently spreads from the scalp. The 
attacks are mild and yield quickly to sulphonamides. Would a 
vaccine help, or can you offer any further suggestions regarding 
prophylaxis ? 

A.—There is apparently an individual predisposition to recurrence 
of erysipelas as there is to pneumonia and rheumatic fever. The 
recurrent attacks of pneumonia have been shown to be associated 
as a rule with different serological types of the pneumococcus ; that 
is, the individual after an attack has acquired some resistance to 
that particular type of pneumococcus but is still more than ordinarily 
susceptible to other serological types of the organism. The same 
phenomenon may hold for erysipelas and the streptococcus, of 
which we now know there are many serological types. If that were 
so, a blunderbuss vaccine containing the more common infecting types 
of the haemolytic streptococcus might be worth trying as a pro- 
phylactic against further attacks of erysipelas. On the other hand, 
the recurrent attack may be due to the original infecting strepto- 
coccus, which has lain latent in the tissues until conditions are 
suitable for a recrudescence. In this connexion it is important that 
sulphonamide therapy be continued for 3 to 4 days after the 
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clinical infection has subsided. Erysipelas must often owe its 
origin to an abrasion of the skin, and patients after an attack 
might be advised to take particular care of the skin and avoid 
unnecessary exposure to extremes of heat and cold. Again, infec- 
tion of the upper air passages is a frequent precursor of facial 
erysipelas, so that sinusitis, infected tonsils, and the like should be 
looked for and appropriately treated. 


Psoriasis of Elbows and Knees 


Q.—Can you suggest a complete cure for patches of psoriasis 
which have existed on both elbows and both knees for the past six 
years ? 

A.—There is no “ complete ”—i.e., permanent—cure for patches of 
psoriasis. The following methods will probably remove them for 
a longer or shorter period: (1) Rub in to the patches twice daily 
an ointment of 4% salicylic acid and 2% dithranol in vaseline, or 
preferably in an emulsifying base, and keep the same continually 
bandaged on, on lint or old linen. If necessary the strength of 
the dithranol may be increased to 4% when one is satisfied that 
the patient is not hypersensitjve to the drug. The result of this 
treatment should be the reddening and brown staining of the treated 
skin, first round the patch and later on the patch itself. The treat- 
ment must be continued until all scales have come off and the site 
of the patch is just brown as the surrounding skin. This should 
take 2 to 3 weeks. The objections to dithranol are the risk of setting 
up dermatitis in a hypersensitive person, of conjunctivitis if any 
gets into the eyes, and of staining clothing and bed-linen. (2) If 
x-ray treatment is available, two to four doses of x rays, each of 
100 r (unfiltered, 80 to 100 kV) at weekly intervals, localized to the 
patches and combined with the inunction twice daily of hydrarg. 
ammon. 2%, liq. picis carb. 124%, in ung. paraffini B.P., will 
eye clear up the patches. This is a much cleaner method than 
the first. 

A note on the treatment of psoriasis of the face and scalp appeared 
in the Journal of Oct. 9 (p. 472). 


Menorrhagia and Hyperthyroidism 


Q.—What is the treatment for a young unmarried woman of 23 
years who suffers from apparently excessive monthly periods. 
menorrhagia? She is of the nervous type with symptoms of 
thyrotoxicosis, slightly enlarged thyroid, palpitation, dry mouth, and 
cold clammy sweats of hands. Rest helps her naturally during her 
periods, but does not diminish the monthly haemorrhage very much. 
Ergot makes her worse. What is the usual cause in such cases? 
The patient neither smokes nor drinks. 

A.—Menorrhagia is not uncommon in thyrotoxicosis, and if local 
pelvic disease and blood disorders have been excluded in this case 
the menstrual disturbance should be regarded as another symptom 
of the thyroid dysfunction. Treatment of the menorrhagia, there- 
fore, consists in treating its cause, the thyrotoxicosis. In the first 
place this should be by prolonged rest in bed with the regular 
administration of sedatives such as luminal, but, failing this, subtotal 
thyroidectomy may be required. Only if the menorrhagia persists 
after the thyrotoxicosis is cured should symptomatic treatment be 
considered. Then calcium gluconate, crude liver extracts (contain- 
ing “antihaemorrhagic factor”), and ascorbic acid, all given by 
mouth regularly each day for 2 or 3 months, might be tried. Ethi- 
sterone, 5 mg. t.d.s. by mouth for 3 days pre-menstrually, is some- 
times helpful. If there is no response to such simple empirical 
measures, endometrial biopsy should be carried out, and further 
treatment will depend on the endometrial Picture. 


Primary Amenorrhoea 


Q.—A patient aged 20 years has primary amenorrhoea. The uterus 
and cervix are normal. Antuitrin “S” and thyroid have been tried 
without result. As the patient is anxious to get married, what is 
the outlook ? 

A.—Amenorrhoea indicates that either the uterus, by reason of 
maldevelopment or disease, is incapable of responding to the nor- 
mal hormone stimulus, or, if the uterus is normal, then the ovarian 
hormone stimulus is lacking or is being interfered with by some 
general disease such as tuberculosis. A diagnosis can be made only 
after further investigations such as x-ray of pituitary fossa, B.M.R. 
estimation, x-ray of chest, examination of blood, endometrial biopsy, 
and possibly a therapeutic test with oestrogen to see if the uterus 
responds. Amenorrhoea in itself is not harmful to general health 
nor would it necessarily interfere with marital life. The prospects 
for pregnancy, however, are bad, though, again, pregnancy is possible 
even in the presence of amenorrhoea; it depends on the cause of 
the latter. 

Parodontal Disease 

Q.—May I have suggestions for a radical cure for “ bleeding 
gums” and gingivitis?. I have tried many methods without success. 

A.—Bleeding gums are a symptom of parodontal disease (pyor- 
rhoea alveolaris), which is notoriously difficult to treat. Little can 
be expected from general measures. Vaccines and vitamins B and 


C have their advocates, but the results are usually disappointing. 

Mouth breathing is an important aetiological factor and should be 
corrected. Local treatment is of more value than general treatment. 
It consists in the removal of scale, reduction and cleansing of 
pockets and interdental spaces, the surgical deletion of pockets, § 
and massage of the gum. If x-ray examination shows much osteitis 
or if there are clinical effects from septic absorption, it is probably § 
wiser to proceed to extraction of the ‘eeth right away. 


Tobacco and Fehling’s Test 


Q.—The urine of a woman patient reduced Fehling’s solution tof 


a bottle-green colour, with a slight yellow precipitate. The green 
seemed to me to be the wrong shade for sugar, and as the patient 
is a fairly heavy smoker I wondered if there might be a link there. 
I did a very crude test with tobacco taken from the end of a cigarette 
and Fehling’s, and got the exact shade of green that I did with the 
patient’s urine test. The tobacco further reduced the Fehling’s to 
yellow. Is there any real significance in this ? 


A.—The reduction obtained with crude extract of tobacco is due 
to the presence of glucose, which occurs in Virginian dried American 
tobacco to the extent of 6.9%. The appearance of the cuprous oxide 
which is obtained by the action of glucose on Fehling’s or Benedict’s 
reagents is dependent on the presence of other substances in the 
solution. For example, glucose alone gives a brown finely divided 
precipitate, whereas in the presence of creatinine the precipitate is 
yellowish-orange and very bulky. As a result, a small quantity of 
glucose in a concentrated urine may give a bottle-green colour, with 
a slight yellow precipitate, similar to the reduction described. It 
would be interesting to carry out a fermentation test on the urine. 
If the reducing substance is removed by the action of yeast, it is 
most probably glucose. 


LETTERS, NOTES, ETC. 


Treatment of Schizophrenia 


Dr. Horace Hii (Salisbury) writes: In addition to the treatment 
described (Journal, Aug. 7, p. 199) I would suggest one or two 
courses of the combined histamine and insulin treatment, which has 
very good results. 


Strychnine for Paralysis 


Dr. J. C. Jones (London, S.E.25) writes: It does not seem to be 
commonly realized that ascending doses of strychnine are extra- 
ordinarily effective in treating the paralysis of infantile paralysis, 
and also diphtheritic paralysis. The dose of liq. strych. is increased 
by 1 minim per day until saturation is attained. When will some 
fortunately placed person collect a series of cases treated in this 
way? I have never sent a case of infantile paralysis to hospital 
and I have never failed to get 100% recovery within a few weeks. 


Medicine 100 Years Ago 


Flight Lieut. Kerra F. D. Sweetman, Royal Australian Air Force, 
writes from Queensland: It is with regret that I have noticed in 
the last four or five copies of the Journal (last copy received is 
dated April 15, 1943) the disappearance of that very interesting 
weekly feature, “‘ Medicine 100 Years Ago,” which always pro- 
vided a pleasant five minutes’ reading. As quoted in your review 
on the book War Surgery by Dr. J. Trueta, Osler reminded us that ° 
the historical method of approach is an absolute necessity in the 
solution of most of the problems in medicine, so I feel. that the 
disappearance of the above-mentioned series is to be regretted. 
Also I am certain that there are many other medical men, far 
removed from the places where the medical history of our race 
was, and is, being made, who are regretting youi omission. May 
1 make a plea for the resumption of this weekly feature and for 
its expansion into a full column, giving not only one extract from 
past’ literature, but all the available data as to the medical happen- 
ings during that week a hundred years ago, both in Great Britain 
and in any other country where medical progress was made. 


Correction 


Drs. James P. A. Hatcrow and N. O. RopGer write: May we 
be permitted space to correct an error in our article on infectious 
mononucleosis (Oct. 9, p. 443). The reference to Downey and 
Stasney should read Folia Haemat. Lpz., 1936, 54, 417, not vol. 87. 
We are indebted to Dr: A. Piney for pointing out this mistake. 


Disclaimer 


Major JoHN W. WisHart, R.A.M.C., writes from a General 
Hospital: It has been brought to my notice from several sources 
that an article appeared in the lay press recently in which my 
name was mentioned in connexion with the treatment of waf 
neuroses in North Africa. 
no knowledge of the source from which it originated. _Any such 
article which may have appeared was published without my 
knowledge or consent. 
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I have not seen this article and have . ; 
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